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ABSTRACT 

The purpose of this study was to investigate 

decision-making, health locus of control, and birth 

satisfaction among women who chose to have a vaginal birth 

after cesarean (VBAC) versus women who had a repeat cesarean 

section (RCS) births. 

Subjects included 22 pregnant women at 36 weeks 

gestation (or greater) who delivered by cesarean section 

with their last pregnancy. The women were considered to be 

low risk for this pregnancy. 

There were no statistically significant differences 

between the VBAC or RCS groups regarding decision-making, 

HLOC, and birth satisfaction. Womens perceptions about 

decision-making were consistent with previous 

investigations. The primary reason women chose a VBAC 

delivery was to experience a vaginal delivery. The primary 

reason women chose an RCS was the fear of labor pain with a 

failed trial of labor. 
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CHAPTER 1 

INTRODUCTION 

Over the past two decades there has been a steady rise 

in the cesarean section rate in the United States. Prom 

1965 through 1983 the percent of cesarean deliveries 

increased from 4.5% of all deliveries to 20.3% and in 1985 

the national rating reached 22.7% (Placek, Taffel, & Moien, 

1987). One of the major factors responsible for the 

increase in the cesarean section rate was the elective 

repeat cesarean section. 

"Once a cesarean, always a cesarean" has been the 

obstetrical practice since the 1900's. Women who had a 

primary cesarean section were at significant risk of uterine 

rupture as a result of the stress of labor on the vertical 

uterine incision in subsequent labors. Cesarean surgery is 

now being performed with a low transverse uterine incision 

rather than a vertical incision thus minimizing the risk of 

uterine rupture in subsequent deliveries. Advances in 

electronic fetal monitoring and anesthesia have also 

contributed to a decrease in the risk of complications from 

uterine rupture among women with a previous cesarean 

section. A review of studies about women who had attempted 

a vaginal birth after cesarean (VBAC), done between 1930 and 
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1980, reported a perinatal mortality rate due to uterine 

rupture of .93 per 1,000 births and no maternal deaths due 

to uterine rupture in a total of 4,729 women (Lavin, 1983). 

Even though the American College of Obstetricians and 

Gynecologists (ACOG) has endorsed the safety of vaginal 

births after cesarean section with proper medical management 

since 1982, data indicate that the number of vaginal births 

after cesarean (VBAC) remains relatively small. In 1985, 

93.4% of women with a previous cesarean birth delivered by 

repeat cesarean section (Placek, et al., 1987). 

The cesarean section rate has recently come under close 

scrutiny by the health care reimbursement systems. The cost 

of a cesarean section is more than twice the cost of a 

vaginal delivery. Childbirth is the most common reason for 

hospitalization and the length of stay for a cesarean is at 

least twice that of a vaginal birth. It is estimated that a 

decrease of between 165 to 358 million dollars in hospital 

charges per year could be achieved by the choice of a 

vaginal birth rather than a repeat cesarean section in 

appropriate cases (Lavin, 1983). 

Studies have explored the decision making process in 

choosing a VBAC or repeat cesarean section (McClain, 1987; 

Murphy & Harvey, 1989). The studies found many factors 

which contribute to the woman's choice of delivery method 

following a cesarean section. These include physiologic 



needs such as decrease fear related to pain, exhaustion of 

labor, risks of complications to mother and infant, and 

ability to recover quickly after the birth. Social factors 

include the desire to return to activities identified as 

important to the woman and her family, such as work, travel, 

taking care of spouse and other children. Little research 

has been done to evaluate women's perception of control over 

the decision-making process for a repeat elective cesarean 

section versus a VBAC delivery. Some providers believe that 

discussing the advantages and disadvantages of a VBAC versus 

a repeat cesarean section with the expectant woman and 

allowing her to choose between the two birth methods creates 

a sense of control over her body and experience (Affonso, 

1981). 

Health locus of control (HLOC) is a concept related to 

the extent people perceive themselves to be in control of 

their personal health. Lefcourt (1976) defined locus of 

control as, "the degree to which individuals perceive events 

in their lives as being a consequence of their own actions, 

and thereby controllable (internal control), or as being 

unrelated to their own behavior, and therefore beyond 

personal control (external control)" (p. 1147). Only one 

study has measured health locus of control among women with 

VBAC and repeat cesarean deliveries (Murphy & Harvey, 1989). 

The majority of the women (90%) perceived themselves as the 
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primary decision makers for the birth method. Their 

perceptions were supported by high scores on the internal 

health locus of control scale (belief that personal behavior 

rather than chance or powerful others determines health 

outcomes). 

No studies to date have attempted to correlate health 

locus of control beliefs, VBAC versus cesarean birth, and 

subsequent feelings of satisfaction with the birth 

experience. There is some indication that the amount of 

satisfaction a woman experiences with her labor may be 

determined by how much control she has in her childbirth 

experience (Nichols & Humenick, 1988). 

Purpose 

The purpose of this study was to describe the 

differences betweaii perceptions about decision making 

processes, health locus of control, and birth satisfaction 

among women who had vaginal births after cesarean deliveries 

versus women who had repeat cesarean deliveries. 

Relationships among the variables were also explored. 

Research Questions 

The specific research questions were: (1) What are the 

differences between VBAC and RCS women regarding HLOC? 

(2) What are the differences between VBAC and RCS women 
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regarding decision-making? (3) What are the differences 

between VBAC and RCS women regarding birth 

satisfaction? (4) What are the relationships among the 

variables ( HLOC, decision-making, and birth satisfaction) 

in the VBAC and RCS groups. 

Statenent of Problea 

Women with a history of a previous cesarean section 

face a decision with subsequent pregnancies of whether to 

have a VBAC or to elect an RCS. For many women, vaginal 

birth after a previous cesarean section has become more 

desirable over the past decade. Presently, about two thirds 

of women who are eligible to choose a VBAC do so. The other 

one third who are given the option still choose an elective 

repeat cesarean section (McClain, 1987). With the rising 

health care costs forcing obstetricians to encourage a trial 

of labor (based on the statistical data that supports its 

safety), women may find that they no longer have the option 

to choose an RCS. 

The birth experience affects the mental and social 

health of childbearing women and their families. The 

birthing experience has been shown to influence women's 

thoughts of themselves and may affect their relationships 

with other family members in the postpartum period (Areskog, 

Uddenberg, & Kjessler, 1984; Mercer, 1985). It is important 
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for women to participate in decision-making, and also to 

choose the birth method that will facilitate a positive 

developmental transition to parenthood. For this reason, 

nurses need to understand the decision process in choosing 

VBAC or RCS, in order to promote a positive adaptation to 

the birth experience. 

There is little research foundation for understanding 

the decision-making process for women choosing a VBAC or 

elective RCS. To facilitate women's choice of childbirth 

method, health care providers and perinatal educators need 

to comprehend this process. Murphy and Harvey (1989) 

investigated the decision-making process in choosing to have 

a VBAC versus an RCS, and factors associated with the choice 

of birth method. The study population consisted of 50 women 

who had been delivered by RCS or had experienced a VBAC. 

The majority of the subjects were white, and married, and 

58% were homemakers. The mean age was 28.5 years and the 

mean educational level was 13.4 years. An annual family 

income of more than $20,000 was reported by 42% and an 

income of less than $10,000 was reported by 30%. 

The factors reviewed for possible association with the 

choice in childbirth method were: (1) sociodemographic 

characteristics, (2) sources of knowledge relevant to the 

decision, (3) sources of support for the choice of a 

childbirth method, (4) reasons for the choice of a 



childbirth method, (5) perceptions of the previous cesarean 

birth experience, (6) beliefs about the safety and pain of 

each birth method, (7) perceptions of responsibility for 

one's health status, and (8) the obstetrical history. 

Murphy and Harvey (1989) used two instruments to 

collect the data for the study. A 20 minute Telephone 

Interview Form was developed to obtain women's perceptions 

of their role in decision making regarding childbirth 

methods, the factors in the decision making process, and 

specific sociodemographic characteristics of each woman. 

The Multidimensional Health Locus of Control Scales (MHLC 

Scales) was used to measure perceptions of control in health 

behaviors. 

Results of the study revealed a total of 45 women (90%) 

believed that they had the choice of delivering by VBAC or 

RCS, and that they had the major role in the decision

making. The remaining 5 women (10%) believed the health

care provider made the decision about the birth method. 

Murphy and Harvey's (1989) study was the most 

comprehensive investigation to date of the decision making 

processes of women choosing a VBAC or repeat cesarean 

delivery. However, the small, homogenous sample limited 

generalizability of the findings. The sample did not 

include representation of ethnic groups, single women, 

and/or women of a low socioeconomic level. In addition, the 
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Study did not explore the relationship of decision-making 

and birth satisfaction. Replication with a larger, more 

diverse sample, and addition of birth satisfaction will 

strengthen the research foundation for effective nursing 

care for women choosing a VBAC versus elective repeat 

cesarean section. Although there have been investigations 

of birth satisfaction among women with vaginal and cesarean 

deliveries (Seguin, Therrien, Champagne, & Larouche, 1989; 

Lomas, Dore, Enkin, & Mitchell, 1987), no research exists 

exploring birth satisfaction of women who have actually 

selected their method of delivery. 

The goal of nursing is to promote adaptation of the 

client to their situation (Roy, 1984). Informing patients 

of the risks and benefits to each delivery method has 

traditionally been part of the physician's role. Further 

knowledge of women's decision-making process regarding a 

choice between a VBAC delivery and an RCS, and their 

satisfaction with the birth experience would enable nurses 

to (1) provide more effective anticipatory guidance and 

(2) promote effective adaptation to parenthood during the 

postpartum period. 

Significance 

Repeat cesarean section accounted for 27% of the 

observed rise in the total cesarean section delivery rate 
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between 1970 and 1978 (Meir & Porreco, 1982). Over 98% of 

women who had one cesarean section underwent elective repeat 

cesarean section in their subsequent pregnancies, despite 

growing evidence that vaginal birth after cesarean section 

was a medically safe alternative (Lavin, Stephens, & 

Miodovnik, 1982). The overall trend indicates no sign of 

reversal with the national rate reaching 22.7% in 1985 

(Placek, et al., 1987). 

In a study by Eriksen and Buttino (1989), a comparison 

of maternal and neonatal morbidity among women with elective 

RCS•s found no difference between the RCS group and the VBAC 

group. The RCS group had a higher absolute incidence of 

neonatal morbidity than the VBAC group but this was not 

statistically significant. However, infants born to the 

repeat cesarean section group were hospitalized 

significantly longer than the infants born to the VBAC group 

{Brikson & Buttino, 1989). 

Meir and Porreco (1982) also reported negligible 

maternal and neonatal morbidity. In the VBAC group, 

maternal morbidity was comparable to a normal vaginal 

delivery. Women who required repeat cesarean delivery after 

a trial of labor experienced the morbidity of any woman who 

undergoes a cesarean section in labor. There was no 

perinatal morbidity related to a trial of labor. 
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Meir and Porreco (1982) stated that convenience for the 

patient and physician, fear of failure, and supposed risks 

related to uterine rupture are no longer sufficient reasons 

to perpetuate the practice of elective repeat cesarean 

deliveries. Meir and Porreco (1982) proposed that a 

mandatory trial of labor should be considered for future 

standard practice protocols. If instituted, this standard of 

practice would eliminate a woman's ability to choose a 

childbirth method. A major factor which helps women to feel 

positive about their birth experience, is a sense of control 

throughout the birthing and post partum course (Willmuth, 

1975). The loss of control experienced by women denied the 

ability to choose their method of childbirth would therefore 

be expected to impact satisfaction with the birthing 

experience and their adaptation to 

childbirth. 

The nursing process is concerned with the person as a 

total being and the goal of nursing is to promote a person's 

adaptation in a constantly changing environment (Roy, 1984). 

It is important for nurses to be educated on this health 

care issue, in order to promote a positive, adaptive process 

among women choosing their childbirth method. Exploration 

of women's decision making processes, feelings of control, 

and satisfaction with the birth experience could add 

significantly to nursing's body of knowledge. 
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Summary 

The rise in the cesarean section rate performed in the 

United States and safety of VBAC have influenced health care 

providers to advocate a VBAC rather than an RCS. Women have 

the right to participate in the decision-making process with 

their health care providers and choose the birth method that 

will facilitate a positive developmental transition to 

parenthood and the maternal role. The problem was presented 

as an absence of nursing research exploring women's 

decision-making about a childbirth method after cesarean, 

the influence of health locus of control on the choice of a 

birth method, and the correlation of health locus of control 

and patient satisfaction with the birth method. The 

expansion of nursing knowledge in this area challenges 

nurses to utilize a more comprehensive approach while 

providing care to these women. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

Chapter 2 presents the conceptual framework for the 

study, based on Roy's Adaptation Model and a review of the 

relevant literature from nursing and allied health fields on 

the subject of vaginal birth after cesarean (VBAC) versus 

elective repeat cesarean section (RCS). The chapter is 

organized using the conceptual framework with attention 

given to research based articles which focus on the factors 

influencing the decision making process, health locus of 

control, and satisfaction with the birth experience. 

Conceptual Fraaework 

The Roy (1984) Adaptation model of nursing was utilized 

as an organizing framework for the study of women's 

perceptions about the decision-making process to have a VBAC 

delivery versus a RCS, to explore the relationship between 

HLOC and the decision process, and between birth 

satisfaction and HLOC (Figure 1). 

According to Roy (1984), the nursing process is a 

systematic approach used to plan and deliver care dependent 

upon accurate assessment of needs and evaluation of nursing 

actions performed to meet those needs. The person is 
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Figure 1. Conceptual Framework 



a biopsychosocial being in constant interaction with a 

changing environment (Roy, 1984). The person is a living, 

open system subject to internal and external stress. The 

individual's state of coping is that person's adaptation 

level. Stimuli for the person come externally from the 

environment, and internally from the self. The person 

produces adaptive or ineffective responses, classified as 

outputs, in response to the stimuli. These responses 

provide further input for the person as a system through a 

feedback process (Roy, 1984). 

According to Roy (1984), three classes of stimuli have 

a combined effect on the adaptation of the individual: 

(1) focal stimulus, (2) contextual stimuli, and (3) residual 

stimuli. The focal stimulus is the stimulus most 

immediately confronting the person and the one to which the 

person must make an adaptive response. The focal stimulus 

confronting pregnant women with a previous cesarean section 

is the need for a birth decision. There are two possible 

choices for a birth method: a trial of labor and VBAC 

delivery or an elective repeat cesarean section. 

The contextual stimuli are all other external stimuli 

that present at the time of the adaptive process. In the 

case of childbearing women these stimuli would include the 

health care providers, husbands or partners, friends, 

family, and knowledge acquired on the subject through 



23 

lectures and literature (eg. childbirth education classes). 

The residual stimuli include beliefs, attitudes, and 

experiences that the person brings to the situation. For 

example, memories of first birth and HLOC. 

Roy (1984) presents two control mechanisms called the 

regulator and the cognator subsystems of the person. The 

regulator mechanism works mainly through the autonomic 

nervous system to set up reflex action which readies the 

person for coping with the stimulus by approach, attack, or 

flight. The regulator receives input from the external 

environment, and from changes in the person's internal 

state, and processes the changes through neural-chemical-

endocrine channels to produce a response (Roy,1984). A 

woman's pregnant state triggers the regulator response by 

hormonal changes that allow the body to support the fetus 

thorough out the pregnancy. Through the cognator subsystem, 

the woman identifies , stores, and relates stimuli so that 

symbolic responses can be made (Roy, 1984). The inputs for 

the cognator are internal and external stimuli and vary in 

intensity. The stimuli involve psychological social, 

physical, and physiological factors,including regulator 

subsystem outputs (Pawcett, 1989). The regulator and 

cognator frequently act together to enable the individual to 

adapt or cope with the changing environment, and to maintain 

personal integrity in four modes of adaptation. 
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The adaptive modes are physiological function, 

self-concept, role function, and interdependence (Roy, 

1984). The physiological function mode deals with 

physiological integrity and includes five basic needs, 

oxygenation, nutrition, elimination, activity and rest, and 

protection. It also includes four regulator needs, the 

senses, fluids and electrolytes, neurological functions, and 

endocrine functions. The physiological mode represents the 

persons physical response to stimuli from the environment 

and self. 

The self-concept mode focuses on the need for psychic 

integrity and includes feelings and beliefs that persons 

hold about themselves at a given time formed from internal 

perceptions and perceptions of other's reactions, and 

directing one's behavior ( Roy, 1984). The self-concept mode 

is divided into the physical self and the personal self. 

The physical self includes body sensation or how one feels 

about one's body personally and body image which includes 

how one's body looks to oneself. Personal self-concept 

Includes three components. Self consistency is the 

personality traits, actual performance, and response to a 

situations. Self ideal/ self-expectancy is what one would 

like to be. Moral-ethical-spiritual self is a person's 

belief system and morals. 



The role function mode focuses on the need for social 

integrity. It is defined as a set of expectations about how 

a person occupying one position behaves toward a person 

occupying another position (Andrews & Roy, 1986). There are 

three classifications of role (Roy, 1984). Primary role is 

an ascribed role based on age, sex, and developmental stage. 

Secondary role is assumed to complete the tasks associated 

with a developmental stage and primary role. Tertiary role 

is a role that is freely chosen by a person and is temporary 

in nature. 

The interdependence mode also focuses on interaction 

with others. It is defined as the close relationships of 

people that involves a willingness and ability to love, 

respect, and value others, and to accept and respond to 

love, respect, and value given by others (Roy, 1984). 

A sense of adequacy is achieved through satisfying 

relationships with others. 

Adaptation is a persons positive response to a changing 

environment and depends upon the degree of the change taking 

place and the state of the person coping with the change 

(Roy, 1976). The adaptation level of an individual is 

determined by the combined effect of three classes of 

stimuli; (A) focal stimuli, or the stimulus immediately 

confronting the person, (B) contextual stimuli, all other 

stimuli present, and (C) residual stimuli, such as beliefs, 
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attitude, experiences, or traits which have an effect on the 

present situation (Roy, 1976). An adaptive response 

maintains the integrity of the individual. A maladaptive 

response does not maintain integrity and is disruptive to 

the individual. 

The nursing process is concerned with the person 

as a total being. Nurses act by directing the focal, 

contextual, and residual stimuli impinging on the person so 

that adaptive responses are promoted. In this paper, the 

goal of nursing is to promote positive adaptation of women 

during developmental transitions, by increasing their coping 

ability which broadens their adaptive level and promotes 

integrity and health in the perinatal period. 

Figure 1 illustrates the conceptual framework with the 

study variables. The literature review of the study 

variables regarding VBAC versus elective repeat cesarean 

section will be outlined according to the conceptual 

framework. HLOC and decision-making are 

manifested by coping behaviors throughout the four 

adaptive modes. Satisfaction with birth represents the 

level of adaptation resulting from the decision process. 

Health Locus of Control and Decision-Making 

Taking responsibility for one's own health and 

acquiring preventive health behaviors has been correlated 



with reduced risk of disease in many situations (Zindler-

Wernet, & Weiss, 1987). HLOC is one concept that has been 

developed to predict the potential of an individual to 

acquire healthy behaviors. HLOC is based on Rotter's social 

learning theory which represents a generalized view of 

personal control. Locus of Control (LOC) is defined as the 

degree to which individuals perceive events in their lives 

as being a consequence of their own actions, and thereby 

controllable (internal control), or as being unrelated to 

their own behavior (external control), and therefore beyond 

personal control (Lefcourt, 1976). Rotter's theory states, 

that one's behavior is a function of one's expectancy of 

reinforcement value (positive or negative) that one's 

actions will bring (Rotter, 1960). 

Generalized expectancy in social learning theory 

describes locus of control as a stable personality factor 

developed over time and through many social learning 

experiences. Changes in expectancy can be brought about by 

Introducing new experiences that alter failure and success 

patterns (Arkalien, 1980). 

Scales have been developed (Wallston, Wallston, & 

DeVellis, 1978) to measure beliefs that the source of 

reinforcements for health related behaviors is primarily 

internal, a matter of chance, or under the control of 

powerful others. Internal Health Locus of Control (IHLOC) 
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scale Is the belief that one's health is determined by one's 

behavior. Chance Health Locus of Control (CHLOC) is the 

belief that health is determine by chance. Powerful Others 

Health Locus of Control (PHLOC) is the belief that health is 

determined by other people (Wallston & Wallston, 1978). 

Each of these three dimensions has six items and is scored 

separately. 

The ability of these scales to predict preventive 

behavior is also related to the value and individual places 

on their personal health (Kist-Kline, & Lipnickey, 1989). 

An individual who values a healthy life and perceives 

control over his or her health (internal) will seek more 

information regarding their health, than either people who 

perceive themselves as having internal control but do not 

value a healthy lifestyle or those individuals whose health 

beliefs are perceived as externally controlled. 

Weight loss, smoking cessation, use of birth control, 

and adoption of other preventive behaviors has been found to 

be more prevalent in individuals who perceive themselves as 

being in control and possessing minimal beliefs in powerful 

others and chance (Wallston & Wallston, 1978). Those 

individuals who perceive themselves as being externally 

controlled have been found to have greater stress and 

hypertension (Krause, 1986). Murphy and Harvey, (1989) used 

the Multidimensional Health Locus of Control Scales 
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developed by Wallston, Wallston, and DeVellis (1978), to 

measure three dimensions of personal beliefs about 

responsibility for health outcomes among a sample of women 

who (1) chose a VBAC and delivered by VBAC, (2) chose a VBAC 

and delivered by repeat cesarean section, and (3) chose a 

repeat cesarean and delivered by repeat cesarean. There 

were no significant differences between the IHLC and the 

PHLC scores for these three groups. Scores on the CHLC 

differed significantly (t = 2.31, p < 0.05) between the 

VBAC-choice/VBAC-delivered group and the RCS-choice/RCS-

delivered group. The RCS-choice women, however, had a 

stronger belief than the VBAC choice group that chance 

affects personal health status. Murphy and Harvey (1989) 

concluded that health locus of control beliefs may be a 

factor in choice of a birth method and recommended further 

examination of HLOC as a factor in choice of a birth method. 

Self-Concept 

The self-concept mode focuses on how women feel about 

their body image, their personal self (personality traits, 

actual performance, response to situations), self-ideal, and 

their moral-ethical-spiritual self. There is evidence that 

loss of control is associated with a negative self- concept 

(Kist-Kline & Lipnickey, 1989). Since the 1970's, consumer 

interest groups have raised concern regarding the high 
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technology in obstetrical practice and it's threat to 

women's control over their own bodies. Tcheng (1984) studied 

the relationship between cesarean status (primary or 

repeat), hospital status (early-second and third days) or 

(late-fifth and sixth days), a variety of personal variables 

(attendance at childbirth classes, maternal to infant touch 

time after birth), and the feeling-tone scores of women with 

cesarean delivery. It was an ex post facto study. A self-

report feeling tone questionnaire designed by the author was 

used to provide baseline data concerning the emotional 

responses to cesarean delivery. The sample size consisted 

of 50 women who had experienced a cesarean birth. The 

subjects studied were from hospitals that served a fiscally 

stable, middle class, predominately white community. 

Tcheng (1984) found primary and repeat cesarean mothers 

experienced emotional stressors centering on fear, guilt, 

disappointment, and loss of control over their bodily 

function. These findings corresponded with the Murphy and 

Harvey (1989) which found that women in the VBAC group felt 

a loss of control with their primary cesarean section which 

influenced their decision to attempt a VBAC delivery. 

Being self-sufficient, feeling autonomous, being an 

active participant rather than a passive object of care are 

all important to the concept of control. Loss of control 

generates anxiety (Tilden & Lipson, 1981). Morford and 
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noncompliance and low trust in their health care provider 

during childbirth had a lower primary cesarean section rate 

than those who did not exhibit those qualities. 

Childbirth preparation classes are often attended by 

couples so that they have a feeling of control over 

the birth experience (Tcheng, 1984). If the birth method is 

cesarean section, feelings of failure and guilt may result. 

The childbirth education classes are designed to prepare 

women for a vaginal birth and even though a cesarean 

delivery is addressed the prospect is often perceived 

unlikely by the couple. Viewing childbirth preparation 

classes in the context of a way to attain and maintain 

control (i.e. expectations) makes the anxiety following loss 

of control understandable. Women with few expectations 

about their birth experience may feel less disappointment if 

they have a cesarean section (Tcheng, 1984). There are 

classes offered specifically to prepare women who are 

anticipating either a repeat cesarean delivery or a VBAC 

delivery for their birthing choice. These classes are 

designed to promote adaptation to the birthing process to 

insure a more positive experience. 



Physiologic Mode 

The physiological integrity is important to explore as 

it relates to the decision process and birth satisfaction. 

The physiologic needs of the childbearing woman include: 

(1) the perception of a "safe" delivery method for mother 

and infant, (2) the perception of pain or discomfort as it 

relates to the process of labor, (3) the physiologic changes 

during surgery and the recovery period, and (4) future 

childbearing desires of the woman. Although information 

about medical risks and complications have an influence on 

the woman's decision of childbirth method, they are not the 

primary reason or the only reason for their birth choice. 

McClain (1985) interviewed 50 pregnant women in the San 

Francisco Bay Area whose youngest child was delivered by 

cesarean section and who were able to choose a trial of 

labor for the current pregnancy. The women were interviewed 

during the last month of pregnancy and then again at two 

months postpartum. 

The prepartum interview explored previous childbirth 

experiences, plans for delivery and postpartum recovery, 

perceptions of physicians' advice, husband's or partner's 

contribution to the choice, and knowledge of the 

reproductive experiences of female social network members. 

The postpartum interview covered events of labor and 

delivery or repeat cesarean section, asked the women to 
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compare their present birth experience with their previous 

cesarean delivery. McClain (1985) found that the 

respondents in her study demonstrated little interest in or 

ability to process statistical information regarding medical 

risks and outcomes associated with VBAC or repeat cesarean 

delivery. Instead, they relied upon past birth experiences 

and then projected expectations and goals for the upcoming 

delivery. 

The residual stimuli of pain and exhaustion of a 

previous birth experience may discourage women from 

having a trial of labor (McClain, 1987; Murphy & Harvey, 

1989). Women who have had a cesarean section may also have 

anticipated fears of a painful experience with a RCS 

(Affonso, 1981)• 

In the study by Murphy and Harvey (1989), most of the 

women in the VBAC-choice/VBAC-delivery group (86%, n=18), 

the VBAC-choice/RCS-delivery group (75%, n=9) and 

RC-choice/RC delivery group (64%, n=7) believed that, in 

general the vaginal delivery was safer for the mother. Half 

of the VBAC-choice groups felt a vaginal birth was safer for 

the infant, but only 18% (2) of the RC-choice group believed 

that a vaginal birth was safer for the infant. It would 

appear that the RC-choice group was willing to undergo any 

additional physiologic risks of a cesarean section to ensure 

the safety of their infant. 
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Studies to date have suggested that women whose first 

cesarean section followed a painful, exhausting labor choose 

to avoid repeating this experience and instead, selected a 

repeat cesarean delivery in subsequent pregnancies (Meir & 

Porreco, 1982; McClain, 1985 & 1987; Murphy & Harvey, 1989). 

Women who chose a VBAC often did so because of a desire to 

experience a vaginal delivery. McClain's (1985) trial of 

labor group wanted the sensation of pushing the baby through 

the birth canal and wanted to be physically prepared to 

greet the new baby immediately after the birth. In Murphy 

and Harvey's (1989) study, the primary reason for the choice 

of a VBAC delivery was to experience a vaginal birth (50%) 

while another one-third chose a VBAC to avoid the pain, 

recovery time and risks associated with a cesarean delivery. 

The McClain study (1985) found that women choosing 

elective repeat cesarean did not recall their previous 

cesarean delivery as having prolonged their recovery. 

Instead, they described their postpartum experience as free 

from complications, depression, and excessive pain. These 

were the same women however, who felt that their labor 

experience was painful, exhausting, frightening, and life 

threatening to the fetus. These data suggest that whatever 

is processed as more physiologically threatening is what is 

avoided in the future. 
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The future childbearing desires of women are also a 

factor in the decision making process. Those women who did 

not desire more children were more likely to choose a repeat 

cesarean with a tubal ligation. Those who desired to have 

more children are more likely to choose a trial of labor 

(Murphy & Harvey, 1989). 

Role Function 

Roles are classified as primary, secondary, or 

tertiary in Roy's conceptual model (Andrews & Roy, 1986). 

The primary role is determined by age, sex, and 

developmental stage. The primary role determines the 

behaviors most engaged in by the person during a particular 

period in life. Secondary roles are assumed to complete the 

tasks associated with a developmental stage and primary role 

(wife, mother). Tertiary roles are primarily related to 

secondary roles and represent ways that individuals meet 

their role associated obligations (clubs, hobbies). The 

role for women facing a choice in childbirth method focuses 

primarily on the secondary role classification of completing 

the task associated with a developmental stage and primary 

role of mother. In this case, the pregnancy is the 

developmental task. The role of women is often influenced by 

time and the values of society. In the 1970's with the 
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natural childbirth movement, there seemed to be less 

acceptance of a cesarean section than there is today. Some 

women who have never experienced a vaginal delivery believe 

that a vaginal delivery is important to a woman's identity. 

McClain (1985) found that women who had never experienced a 

vaginal birth chose a trial of labor partly because they 

valued it as a personal, uniquely feminine accomplishment. 

Meir and Porreco (1982) surveyed 39 women who 

delivered by vaginal birth after cesarean, and 13 women who 

delivered by elective repeat cesarean section. The 

questionnaire surveyed reasons for choosing one birth method 

over another and investigated factors, such as the influence 

of physician's and husband's opinions on the decision

making. They found women chose a trial of labor in order to 

experience fully and participate in the birth process. 

Today, with the rise in the cesarean section rate, it 

is much more common for women to accept this birth method 

since there are more women having it done. Murphy and Harvey 

(1989) stated one of the repeat cesarean group women felt 

completely "fulfilled" as a mother and a woman despite the 

fact that she had never experienced a vaginal delivery. 

Role expectations seemed to be a significant part of 

the cognitive process for choice of birth method. McClain 

(1985, 1987) found, in both studies, motive related to 

social roles predominated among the factors women identified 



as important to their decision. Women chose the delivery 

method they felt would give them the best chance of resuming 

their normal social roles as soon and as smoothly as 

possible. Women assessed the effects of each delivery 

method on their postpartum expectations and plans, such as 

to work, travel, and arrangements for substitute childcare. 

Interdependence 

The interdependence mode focuses on the woman's 

relationship with other people. The health care provider 

and the woman's husband or partner have been identified as 

important influences in choice of birth method (Meir & 

Porreco, 1982; McClain, 1987; Murphy & Harvey, 1989), 

Recovery from childbirth was important to women choosing a 

trial of labor in the study by McClain (1987) because it was 

critical to these women to return home quickly to their 

husbands and other children. In addition all women 

anticipated their husbands' responses to vaginal or cesarean 

delivery, and made plans accordingly. The study by Murphy 

and Harvey (1989) found that the majority of the VBAC group 

felt the health care provider was the major source of 

support for their decision, contrary to the repeat cesarean 

group which felt that their husband or partner was the major 

source of support for their decision. 
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The attitude of physicians can be an important factor 

in a woman's choice of childbirth method (Lipson, 1984). 

The attitude may be reflected in the amount and type of 

information given and the manner in which it is given. The 

physician may be seen as "powerful" and thus be significant 

to the woman's feeling of control over her situation. Women 

often will negotiate with their physician to formulate a 

birthing choice. Women have been found to choose a trial of 

labor if the physician agrees to stop the trial of labor if 

it gets too long, painful, or exhausting (McClain, 1987). 

They want the benefits of a trial of labor but with control 

over its uncertainty. 

Films, television, literature, classes,and support 

groups are additional ways that women can obtain 

information about health care. Murphy and Harvey (1989) 

found that the VBAC group felt these alternative sources in 

addition to the health care provider influenced their 

decision. The RCS group, however felt that the health care 

provider alone was the most influential source of 

information. 

Friends and relatives have only been cited in the 

study by McClain (1987) as having some influence on the 

decision of birth. Only 36 of 100 women said their choice 

was influenced by their friends, and only 15 of 92 claimed 

to be influenced by relatives other than their husbands. 
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Finally, maternal-infant attachment has come into 

question with the evolution of cesarean sections. Results of 

a number of studies have suggested that cesarean births may 

have a negative psychological consequence and can disrupt 

the initial relationship between mother and infant (Affonso 

& Stichler, 1980; Marut & Mercer, 1979). 

Bradley, Ross, and Warnyca, (1983) used standardized 

tests to compare anxiety and depression in a sample of women 

during their first pregnancy and postpartum period. The 

study population consisted of 125 women (vaginal delivery 

n=97, cesarean delivery n=28) who volunteered to complete 

the questionnaires and psychological measures. The ages 

ranged from 17 to 41 (mean 27). Ninety-one percent were 

married or living with partners and over 90% were 

Caucasians. The study found no difference between responses 

of women having either a vaginal or a cesarean birth to 

questions as to how soon they developed a strong, positive 

feeling towards their baby while in the hospital. There 

were no significant differences in the levels of anxiety, 

depression, attitudes toward labor, and attitudes towards 

their baby. 

Women have identified bonding immediately after 

delivery as important to their choice of childbirth method. 

Murphy and Harvey (1989) noted that women in the VBAC group 
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chose VBAC because they could avoid the separation from the 

infant which had occurred with their earlier cesarean birth. 

Adaptation 

The potential for growth and achievement of a higher 

developmental state exists in the transition to parenthood 

(Nichols & Humenick, 1988). Women who are expecting another 

child still require reorganization of the family system, 

role changes, and changes in lifestyle. Ellis (1983) 

states, " Healthy has changed from absence of unnecessary 

intervention to attaining the maximum potential 

satisfaction, bonding with the infant, and physical and 

emotional well-being from the birth experience" (p.183). 

There is little literature that is specific to 

birth satisfaction of women experiencing a VBAC versus 

repeat cesarean delivery. Satisfaction with the birth 

experience contributes to successful transition to 

parenthood. A study done by Seguin et al. (1989) focused on 

women's satisfaction with maternity care. A satisfaction 

questionnaire was mailed to 1790 mothers who had delivered 

within the past four to seven months. There were a total of 

938 mothers who completed and returned the questionnaire 

(52.4%). With factor analysis, five dimensions to women's 

satisfaction were determined: (1) the delivery itself, 

(2) medical care, (3) nursing care, (4) information received 
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and participation in the decision-making process, and 

(5) physical aspects of the labor and delivery rooms. 

Multiple regression modeling was used to identify important 

correlates of satisfactions. Separate models were fitted 

for women who had a vaginal delivery and those who had a 

cesarean section. Satisfaction with decision making between 

the patient and nursing personnel, although significant in 

those with a vaginal delivery, seemed much more important in 

those having a cesarean section. The models explained 37.2 

and 38.8 percent of the variation respectively. The study 

demonstrated that women's satisfaction with medical services 

during delivery is mainly related to their participation in 

the decision making process and to the frequency of 

explanations they receive. 

A questionnaire was developed by Erb, Hill, and 

Houston, (1983) for a study of parents' attitudes toward 

their cesarean birth. The questionnaire included 

information on prenatal education, anesthesia, reason for 

cesarean birth, contact with the baby following delivery, 

special feelings arising from the birth, the birth as a 

family-centered care experience, and how the mothers coped 

with their feelings. A total of 316 questionnaires were 

distributed. Seventy-two percent {n=228) of the mothers 

returned their questionnaire. Seventy-Four percent of the 

women indicated they had a satisfactory birth experience. 
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Of the total women who participated, 46% experienced their 

first cesarean, 14% delivered by cesarean after having a 

vaginal birth, and 40 % were experiencing their second (or 

more) cesarean birth. The mothers who had experienced more 

than one cesarean section had feelings of: (1) guilt (11%) 

because they were unhappy and dissatisfied; (2) anger with 

themselves or that they had failed "as women" (20%); 

(3) frustrated (35%) because they were unable to "mother" as 

they would have liked due to pain, inability, fatigue or 

lack of desire and also because they were unable to see 

their babies immediately after birth; and (4) disappointed 

(34%) because they did not see their babies being born or 

hear them cry because of general anesthesia. 

More advice on how to cope with postpartum 

feelings was desired by 47% of the first-cesarean mothers, 

50% by the first cesarean mothers who had a previous vaginal 

delivery, and by 35% of the mothers who had had a cesarean 

delivery before. This survey found the lack of education 

provided by health care providers, about cesarean sections, 

to be of significant importance to these women. 

A delay in maternal-infant bonding is another aspect 

of patient satisfaction that has been identified in the 

literature (Bradley, Ross, & Warnyca, 1983; Marut & Mercer, 

1979). The survey by Erb, Hill and Houston, (1983) revealed 

62 % of the mothers and 49% of the fathers would have 
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preferred earlier con-tact with their babies. McClellan and 

Cabianca (1980), randomized a group of repeat cesarean 

mothers to extended or minimal contact with their newborns 

over the first 12 hours of life.The neonatal perception 

inventory and DeChateau's method of observing mother-infant 

interaction during feeding were recorded over the first two 

days postpartum and then again at one month. Results showed 

that extended contact with mothers scored significantly 

higher on the neonatal perception inventory in the first two 

days following birth, however at one month these differences 

were no longer significant. The scores of maternal behavior 

toward the infants were significantly higher in the extended 

group at both two days and one 

month postpartum. 

The Murphy and Harvey study (1989) revealed 

separation from the infant soon after birth influenced 

their decision for a trial of labor rather than a repeat 

cesarean delivery. Affonso (1981) identified the need for 

health care providers to be sensitive to the importance of 

maternal-infant bonding. The improved anesthesia allowing 

women to have epidurals, rather than general anesthesia, 

enabled the women to be awake at birth to see and hold their 

infant soon after birth. 
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Summary 

This chapter presented the significant research 

on the concepts important to this study: the decision

making process of women faced with the choice of a repeat 

cesarean delivery or a VBAC using Roy's adaptation model; 

current work on health locus of control and its influence 

on decision-making; current work on birth satisfaction of 

women having a cesarean section or vaginal birth. Although 

postpartum satisfaction has been identified as important to 

positive adaptation to parenthood no research has been done 

to evaluate whether a relationship exists between health 

locus of control and birth satisfaction among women who had 

a VBAC versus women who had a repeat cesarean delivery. 
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CHAPTER 3 

METHODOLOGY 

Chapter three describes the research design, 

characteristics of the sample, and protection of human 

subjects. The study instruments are presented along with a 

description of the data analysis. 

Research Design 

A comparative, descriptive research design was chosen 

for this study. The design was used to examine women's 

decision-making about a childbirth method after cesarean 

section and the relationship of decision-making and health 

locus of control on satisfaction with the birth experience. 

Sample Characteristics 

The participants in this study were 22 women who were 

recruited from a prenatal clinic in a university setting and 

from a private obstetricians' office setting during 

regularly scheduled prenatal visits. 

Criteria for the selection of the participants 

included the following: 

1. Able to read and speak fluent English. 

2. At least 36 weeks gestation. 
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3. Low risk pregnancy as determined by the physician and 

therefore eligible for a trial of labor. 

4. Had a previous birth by cesarean section 

5. Newborn infant in the well-baby nursery within 12 hours 

of birth and having no congenital anomalies. 

The gestational age of 36 weeks was chosen to eliminate 

the possibility of complications associated with premature 

birth which may influence the birth satisfaction scores. 

The criteria to have the newborn infant in the well-baby 

nursery within 12 hours and no congenital anomalies was 

again to eliminate the influence of newborn complications on 

the satisfaction scores. 

Protection of Human Subjects 

Prior to the collection of data. Human Subjects 

approval was obtained from the University of Arizona College 

of Nursing Human Subjects Committee. Approval was also 

obtained from the Nursing Research Committee at the hospital 

where the research data was gathered and from the individual 

prenatal facilities used for data collection. The approvals 

are located in Appendix A. 

Potential subjects were given a written disclaimer 

containing an explanation of the study prior to their 

voluntary participation in the study (Appendix B). The 
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disclaimer provided information about the study, the 

researcher, the fact that participation was voluntary, and 

that any information given during the interview or on the 

questionnaires would remain anonymous and confidential. The 

names of the participants were left off all forms and 

questionnaires to assure confidentiality. The participants 

were at no known risk in the study. 

Demographic Data 

Information was solicited about: (1) subjects' 

personal characteristics such as age, ethnicity, marital 

status, occupation, and educational level, and 

(2) contextual stimuli such as family structure, and family 

income. The information obtained was used to identify 

factors that may be associated with choice of childbirth 

method. The demographic data form is located in appendix C. 

Study Instrunents 

Three instruments were used in the collection of 

data: (1) HLOC was measured with a Multidimensional Health 

Locus of Control scales (Appendix D) (Wallston, Wallston, & 

DeVellis, 1978); (2) Decision-making was measured by a semi-

structured interview form (Appendix E) (Murphy & Harvey, 

1989), and (3) Satisfaction was measured by using part of 

the labor and delivery section of "Impressions of the health 
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services offered during pregnancy and birth" questionnaire 

(Appendix F) (Sequin, Therrien, Champagne, & Larouche, 

1989) . 

Health Locus of Control Scales 

The Multidimensional Health Locus of Control Scales 

(MHLC Scales) was developed by Wallston, Wallston, and 

DeVellis in 1978. The MHLC measures three dimensions of 

personal beliefs concerning responsibility for health 

outcomes. Health is either determined by (1) one's own 

behavior (internal = IHLC), (2) by other people (powerful 

others = PHLC), or (3) by chance (= CHLC). The 

questionnaire contained 18 items measured on a 

six-point-Likert-type scale with the high weight indicating 

strong agreement with the item being measured. Each 

dimension includes six items in the questionnaire. The 

questionnaire took approximately ten minutes to complete. 

Wallston, et al. (1978), reported reliability 

estimates of the MHLC with high internal consistency from a 

study of one hundred and fifteen persons. The alpha 

coefficients ranged from .83 to .86. Health status 

correlated positively with IHLC (r = .403, p <.001), 

negatively with CHLOC (r = -.275, p <.01), and did not 

correlate with PHLC (r = -.055). In the study done by Murphy 

and Harvey (1989), scores on the CHLC scale differed 
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significantly (t = 2.31,p < .05) between the 

VBAC-choice/VBAC delivered group and the 

RCS-choice/RCS-delivered group. 

Decision-Making Interview 

A semi-structured interview form was adapted from 

Murphy and Harvey's (1989) work to elicit women's 

perceptions of their role on the decision-making process 

about a childbirth method, the factors in the decision

making process, and the sociodemographic data 

characteristics of each woman. The Murphy and Harvey 

telephone interview form had been evaluated for clarity of 

presentation and content validity by a panel of experts. In 

addition, a convenience sample of 10 women reviewed the 

items prior to the study for word comprehension, format and 

time required to complete the interview (Murphy & Harvey, 

1989). Questions are primarily open-ended with a forced 

choice response format. The interview for this study 

occurred prior to delivery during the prenatal visit. 

Birth Satisfaction 

A section of the questionnaire, "Impressions of the 

health services offered during pregnancy and birth" 

developed by Seguin, et al. (1989), was used to collect data 

about birth satisfaction. The original study population 
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consisted of 1,790 mothers who were selected by a random, 

systematic, stratified sampling method. There were a total 

of 84 questions regarding the prenatal period, delivery, and 

the postpartum period, as well as socioeconomic variables. 

Only questions relevant to birth satisfaction from the 

section entitled "Labor and Delivery" was used in this 

study. The questions used addressed satisfaction with 

services received during labor and delivery and the woman's 

experience during the birth of her baby. 

Sequin, et al. (1989), analyzed satisfaction first by 

including factor analysis that grouped the items into 

five dimensions: (1) Experience of delivery, (2) Medical 

services, (3) Nursing services, (4) Explanations given and 

participation in decision-making (Kendall's tau-beta = 

0.62), and (5) physical environment. Scales were developed 

by using each item in one dimension only, giving equal 

weight to all items. Reliability of each scale was assessed 

with Cronbach's alpha coefficient or with Kendall's tau-beta 

coefficient for one scale that had two items. All variables 

entered into the models were significant at P < 0.01. 

The alpha reliability was statistically significant 

for the following dimensions: experience of delivery 

(alpha = 0.72), medical services (alpha = 0.76), nursing 

services (alpha = 0.83), explanations given and 

participation in decision-making (tau-beta = 0.62). The 



alpha reliability for the dimension of physical environment 

was unavailable. These five dimensions were used in this 

study to analyze satisfaction of the birth experience. 

Scores from each dimension as well as the total satisfaction 

scores for each research group were analyzed. 

Data Collection Procedure 

During a prenatal visit after the 35th week of 

pregnancy, pregnant women who met the study criteria were 

identified by nurses working in an OB/GYN clinic setting and 

private physician offices. The study was explained both 

verbally and in writing by this researcher. Bach 

participant completed the Demographic Data form, the Health 

Locus Of Control questionnaire and were interviewed using 

the decision-making interview form. The participants 

completed the birth satisfaction questionnaire within 48 

hours after delivery in the hospital. 

Data Analysis 

Descriptive statistics were used to describe the 

demographic characteristics of the sample and the variables 

within the decision-making interview form. The t-Test 

analysis was used to answer the first research question, 

"What are the differences between the VBAC and RCS women 

regarding HLOC?" The three scales (Internal, Power, and 



Chance) of the MHLOC questionnaire were analyzed using 

t-tests to identify any significant differences between the 

two groups for each scale. The level of significance used 

for this study was p = 0.05. 

The second research question was, "What are the 

differences between the VBAC and RCS women regarding 

decision-making?" Data was analyzed using cross-tabulation 

to allow visual comparison of the total summary data output 

related to the VBAC choice group and the RCS choice group. 

This was a useful preliminary strategy for examining the 

large amounts of data that was obtained. After review of 

all cross-tabulations for differences between the groups, 

variables that appeared to warrant further statistical 

analysis were analyzed using a t-test. The level of 

significance used was p = 0.05. 

In addition to the differences identified by 

cross-tabulation and t-test analysis for the second research 

question, content analysis was used to identify themes from 

subjects answers to two open-ended questions regarding 

decision-making. Interview data from the two groups was 

analyzed separately and the themes were compared within the 

context of the theoretical framework. The responses of the 

women to the open-ended questions were written verbatim by 

the researcher and systematically analyzed for frequency of 

occurrences. 



The third research question, "What are the 

differences between the two groups regarding birth 

satisfaction" was analyzed using one-way analysis (ANOVA) to 

determine any significant differences between the three 

birth satisfaction groups. The three groups were those who, 

1) requested a VBAC and had a VBAC (VBAC/VBAC), 2) those who 

requested a VBAC and had an RCS (VBAC/RCS), and 3) those who 

requested an RCS and had an RCS (RCS/RCS). 

The fourth research question, "What are the 

relationships among the variables (HLOC, Decision-making and 

birth satisfaction) among the VBAC and RCS groups" used 

correlational analysis to describe the relationships between 

the study variables. To evaluate relationships between HLOC 

and Birth satisfaction the MHLOC scores for each of the 

scales (internal, power, and chance) were correlated with 

each of the five dimensions of birth satisfaction and then 

with the total birth satisfaction scores. To evaluate a 

relationship between decision-making and birth satisfaction 

the birth choice (RCS, VBAC) was correlated with the total 

birth satisfaction scores for the three groups (VBAC/RCS, 

RCS/RCS, VBAC/VBAC). To evaluate a relationship between 

HLOC and decision-making the choice groups (VBAC versus RCS) 

were correlated with the HLOC scores for Chance, Power, and 

Internal scales. 



Summary 

This chapter included a description of the study's 

research design. The criteria for subject selection, 

protection of human subjects, and setting were explained. 

Study instruments and data analysis were presented. 
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CHAPTER 4 

ANALYSIS OF DATA AND PRESENTATION OF FINDINGS 

This chapter presents a report of the results of data 

analysis. Data was collected over a three month period of 

time, from October 1991 to January 1992. 

Characteristics of the Sanple 

Twenty-two women participated in the study. Five of 

the women did not complete the birth satisfaction 

questionnaire. Two of the women did not meet the criteria 

due to infant complications that required them to be placed 

in the NICU and three women did not complete the 

questionnaire within 48 hours of delivery due to researcher 

not being notified of their hospitalization. 

The women ranged in age from 19 to 34 years. The mean 

age was 27.32 (S.D.= 4.41). The years of education 

completed ranged from 9 to 18 with a mean of 12.73 

(S.D.=2.12). The number of pregnancies ranged from 1 to 7 

with a mean of 3.00 (S.D.= 1.51). See Table 1. 



Table 1. Age, Education, and Number of Pregnancies (n=2 

Mean Mode Range 

Age 27.32 27.00 15 

Education 12.73 12.00 9 

Pregnancies 3.00 3.00 6 



Marital Status, Ethnicity, Occupation, and Incone 

The majority of the study sample (63.6%) were married 

with the remainder of the women being single, separated, 

divorced, or widowed (Table 2). Fourteen of the women 

(63.6%) were Anglo-White, six (27.3) Mexican-American, one 

(4.5%) Black, and one (4.5%) Native American. Occupation 

was categorized as housewife or work outside the home. Ten 

(45.5%) women were housewives and 12 (54.5%) worked outside 

the home. Income ranged between less than $4,999 to $49,999 

(Table 3). 

Payment For Delivery and Health Care Provider 

The women in the study paid for this delivery either 

by insurance, HMO plan, AHCCCS (Arizona Health Care Cost 

Containment System) Plan, or self-pay with more than half 

(59.1%) being covered by AHCCCS (see Table 4). The health 

care providers varied from private physician groups to 

clinic settings and are presented in Table 5. Thirteen 

(59.1%) of the women were cared for by private physician 

groups and nine (40.9%) were cared for in the clinic 

setting. 
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Table 2. Marital Status of women by Frequency and Percent 
{n=22) 

Marital Status Frequency % 

Married 14 63.6 

Single 2 9.1 

Separated 2 9.1 

Divorced 3 13.6 

Widowed 1 4.5 

Total 22 100.0 

Table 3. Income of Women by Frequency and Percent (22) 

Income Frequency Percent 

< $4,999 8 36.4 

5K - $ 9 , 9 9 9  1 4.5 

lOK - $19,999 5 22.7 

20K - $29,999 1 4.5 

30K - $39,999 3 13.6 

40K - $49,999 3 13.6 

Total 22 100.0% 
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Table 4. Source of Payment for Delivery by Frequency and 
P e r c e n t  ( n  =  2 2 ) .  

Payment Source Frequency % 

Insurance 4 18.2 

HMO 4 18.2 

AHCCCS 13 59.1 

Self Pay 1 4.5 

Total 22 100.0 

Table 5. Health Care Provider of the Women by Frequency 
and Percent (n = 22). 

Provider Frequency % 

Clinic 9 40.9% 

Private 13 59.1% 

Total 22 1 0 0 .  0  
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Research Question 1: Differences Between VBAC and 
RCS Honen Regarding HLOC 

The t-Test analysis identified differences between 

the two groups regarding the HLOC scales (Power, Chance, and 

Internal). There was no statistically significant 

difference between the two groups at the 0.05 level. The 

t-Test results for each of the two scales therefore, 

indicated no significant difference between the VBAC group 

and the RCS group regarding the HLOC scales (Power, Chance, 

and Internal). 

Because the HLOC is a multidimensional instrument, 

reliabilities for each scale were assessed separately using 

Cronbach's alpha reliability coefficient. Alpha 

coefficients for the MHLOC scales were, alpha = .48 for the 

Internal scale, alpha = .54 for the Chance scale, and alpha 

= .65 for the Power scale. None of the scales reached a 

coefficient of .70 which was considered an acceptable level 

for a mature scale (Nunnally, 1978). A possible reason for 

this was the small sample size. 

Research Question 2: Differences Between VBAC and 
RCS Honen Regarding Decision-Making 

The decision-making data for the two groups was 

analyzed using cross-tabulations except for two open-ended 

questions which will be discussed later. Frequencies and 

percentages were obtained from the cross-tabs. Any 
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variables that warranted further investigation for 

significant differences between the groups was analyzed 

using t-tests. Content analysis was done on the remaining 

two open-ended questions regarding decision-making and 

themes were identified. 

Frequency Data and Percentages Regarding Decision-Making 

Ten women chose a VBAC delivery and twelve women 

chose an RCS. Nineteen (86.4%) of the women in the total 

sample, believed that they had a choice in the birth method 

they chose and that they played a major part in the 

decision. Three women believed they had no choice in the 

decision because it was made for them by the physician. One 

woman stated, "I was pushed to have a trial of labor by my 

physician." Another stated, "My physician wanted me to try 

vaginally." The third woman had labored with her two 

previous pregnancies without delivering vaginally and her 

physician believed that an RCS was appropriate since the 

clinical evidence pointed to cephalopelvic disproportion. 

The source of information most influential in the women's 

thinking was the health care provider (77.3%). One woman 

said her spouse (4.5%), one woman said books (4.5%) and 

three (13.6%) women stated other reasons such as common 

knowledge, and previous experience. 



62 

Eighteen (81.8%) women first heard about the method 

of delivery they chose from their provider. Two (9.1%) had 

obtained their knowledge through reading books, two from 

other sources. 

When the women were asked if anyone else was involved 

in the decision-making, eleven (50.0%) stated their partner 

or spouse, eight (36.4%) stated no one else was involved, 

and two (9.1%) stated their mother. The majority of support 

for the decision was almost evenly divided between the 

provider (45.5%) and the spouse/partner (50.0%) with only 

one (4.5%) woman stating her mother. 

Eighteen (81.8%) women believed that they alone made 

the decision for the birth method. Two (9.1) women said 

their provider, and two (9.1%) said the decision was made 

jointly with themselves and the health care provider. 

The women were asked about whether they had taken 

childbirth classes for this pregnancy or with previous 

pregnancies, as well as what type of classes. Only five 

(22.7%) women had taken childbirth classes for this 

pregnancy. Two women chose to take a planned cesarean 

class, one chose a VBAC class, and one chose a Lamaze class. 

Twelve (77.3%) had never taken a childbirth class. 

The choice of a health care provider was not based on 

their choice of childbirth method. All of the women stated 

that they did not choose their health care provider because 
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they believed that they would get support for their choice 

of childbirth method. The women stated that their HMO, or 

AHCCCS coverage dictated where they would receive care. 

Some stated that they returned to the physician who 

delivered their last baby because they liked them. 

The women were asked the reason for their first 

cesarean birth with responses falling into three categories: 

(1) Fetal distress, (2) Malpresentation, and (3) Failure to 

progress (FTP) in labor. In the VBAC group, five women 

(50%) had fetal distress, two (20%) had malpresentations, 

and three (30%) women had FTP. The RCS group had five 

(41.7%) women having cesarean births for fetal distress, one 

(8.3%) for malpresentation, and six for FTP. In the VBAC 

group, five (50%) women had more than one previous cesarean 

birth and in the RCS group 11 (91.7%) had more than one 

previous cesarean birth. All of the women in the study felt 

that their previous birth experience affected the decision 

regarding the delivery method they chose for this pregnancy. 

Three questions were asked in reference to safety 

issues. The women were first asked which method of 

delivery (vaginal or cesarean section) they believed was 

safer for the baby. The VBAC group had three (30%) women 

who believed that a vaginal delivery was safer. Seven women 

(70%) said that it would depend on the situation. None 

stated that a C/S was safer for the baby. In the RCS group 
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10 (83.3%) of the women stated that a C/S was safer for the 

baby. Two (16.7%) chose a vaginal delivery. 

The second safety question was which method of 

delivery (vaginal or cesarean section) they believed was 

safer for the mother. Six (60%) of the VBAC group believed 

that a vaginal delivery was safer. Four (40%) stated that 

it depended on the situation. In the RCS group, two 

believed that a cesarean section was safer for the mother, 

nine (75%) believed that a vaginal delivery was safer, and 

one (8.3%) said it would depend on the situation. 

The last safety question asked which delivery method 

(vaginal or cesarean section) they believed was more 

painful. Five (50%) of the VBAC group felt that a cesarean 

section was more painful, four (40%) chose C/S, and one 

believed that it would depend. In the RCS group, six (50%) 

believed that a cesarean section was more painful, five 

(41.7%) chose a vaginal delivery, and one (8.3%) believed it 

would depend. 

t-Test Analysis Of Decision-Making Data 

After review of the cross-tabulation data five 

variables from the decision-making tool were identified for 

t-Test analysis. The five variables were: (1) The total 

number of pregnancies, (2) The primary reason for the 

childbirth method chosen for this pregnancy, (3) Where the 
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woman first heard about the method of birth for this 

pregnancy, (4) More than one previous cesarean section, 

(5) In general, which was considered safer for the baby, a 

VBAC or RCS, and (6) In general, which was considered safer 

for the mother, a VBAC or RCS. The t values for each of the 

six variables were not statistically significant at the 0.05 

level. 

Content Analysis Of Open-Ended Questions Regarding 

Decision-Making 

All of the women were asked what two factors most 

influenced their decision of choice for this pregnancy. In 

the VBAC choice group, the primary factor influencing the 

decision was the desire to experience a vaginal birth (70%). 

One woman stated that she wanted to "feel like a woman." 

Two of the women who had had general anesthesia for their 

last cesarean birth stated that they felt left out of the 

birth experience. 

Fifty percent stated recovery time and 50% stated 

safety as other influencing factors. In the RCS group, the 

primary factor influencing the decision was the fear of 

labor pain with a failed trial of labor (75%). Forty-two 

percent stated safety as another factor. Two other factors 

were noted in the RCS group. Two women (16.7) stated that 

convenience was an influencing factor and two women (16.7%) 
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stated that requesting sterility by having their tubes tied 

influenced their decision. 

Fourteen (63.6%) of the women had previously had more 

than one cesarean delivery. All of the women believed that 

their previous birth experiences affected their choice of 

birth method for this delivery. The use of content analysis 

identified themes of the previous birth experience which 

influenced their decision-making. 

Eighty percent of the women in the VBAC group 

expressed dissatisfaction in their recovery with the 

previous cesarean births. Three women commented on the 

length of time it took for them to recover: 

"It took me longer to heal"; "My recovery was longer 
and I would like to be able to get up and recover 
quicker."; "I don't want to be tired and rundown". 

Bonding during the recovery period with a previous 

cesarean section was also a disappointment to three women 

who chose a VBAC for subsequent delivery: 

"The recovery was hard. I was asleep for the 
delivery and didn't feel like I had a baby, I felt 
like I had surgery. I didn't get to take the baby 
home"; " It is difficult to bond with your baby when 
you are recovering from surgery"; "I saw other moms 
walking around with their babies and I was still in 
pain". 

Three of the women in the RCS group stated that they 

had no trouble with their recovery period. It is 

interesting to note that all three implied that their labors 

were difficult: 
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"I had a bad labor but I recovered quickly and felt 
good"; " The labor was too painful and too long. It 
felt good after the C/S. I had no problems 
recovering", " My last C/S I labored for 14 hours. I 
had no problems with recovery". 

Safety was another theme that presented within the 

two groups. Subject 13 chose an RCS because she had had 

four previous cesarean births. She stated, "The risk of 

rupturing my uterus is greater." Subject 14 commented that 

she knew what she was in for and knew what to do to heal 

faster. She said, "I know what to expect." Subject 20 

said, "I know everything will be ok because I have had two 

other caesareans without problem. There is no stress to the 

baby." Subject 21 commented, "Because I had a stillbirth 

with my first and fetal distress with my second, it's safer 

for my baby to be born at 38 weeks by RCS." Only subject 5 

stated that she felt that a vaginal delivery would be safer 

for the baby. 

Feelings of being scared emerged as a third theme 

among the groups. Subject 3 stated that with her last 

cesarean delivery her baby went into fetal distress. She 

said, "It was a scary experience with the baby." Subject 5 

who chose to have a VBAC for this delivery stated, "The last 

experience I was afraid. I didn't want a C/S. I had a lot 

of pain after the surgery and they had to reopen my 

incision." Subject 15 stated that she was very scared 
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during her first C/S. She said, "It was very fast and 

frightening. I was put to sleep." 

A final theme that emerged among the RCS group was 

the influence of a previous "bad labor" experience. Labor 

was identified by six women as being too hard, too painful, 

and too long. Three women stated, "I don't want to go 

through that again." 

Research Question 3: Differences Between VBAC 
and RCS Women Regarding Birth Satisfaction 

Birth satisfaction was analyzed using three groups of 

women. Those who chose a VBAC and delivered by VBAC 

(n = 3), those who chose a VBAC and delivered by RCS 

(n = 5), and those women who chose an RCS and delivered by 

RCS (n = 9). Only 17 of the 22 women who participated in 

the study completed birth satisfaction questionnaires. 

One-way analysis of variance (ANOVA) was done to identify 

differences between the three groups using the total birth 

satisfaction scores. The F statistic was found to be .28 

which did not indicate a level of significant difference 

between the groups. 

The five dimensions identified in the birth 

satisfaction questionnaire were not analyzed for each group 

due to the small sample size of the VBAC/VBAC and VBAC/RCS 

groups. The five dimensions were however, correlated among 



69 

each other to assure reliability of the total satisfaction 

score. Only one of the dimensions (experience of delivery) 

did not correlate with the other dimensions. The alpha 

reliability score was assessed using Cronbach's Alpha 

reliability coefficient and found to be .72 for the total 

score. 

Since the birth satisfaction data was not 

significantly different between the three groups descriptive 

analysis of the data was done to identify frequencies and 

percentages of the total sample. Table 6 and Table 7 list 

the results of the analysis. 

Research Question 4: The Relationships Aaong 
the Variables (HLOC, Decision-Making, and 
Birth Satisfaction) in the VBAC and RCS groups 

Correlational analysis was performed to identify a 

relationship between HLOC and birth satisfaction among women 

who choose a VBAC versus women who choose an RCS. This 

researcher felt that women with an internal HLOC would be 

more likely to have a higher birth satisfaction. Whereas 

women that were more externally focused (ie. Power and 

Chance) would have lower birth satisfaction. The data 

however, revealed no significant correlation between HLOC 

and birth satisfaction. The HLOC scales were also 



Table 6: How Satisfied were you with the services you 
received during labor and delivery? (N = 17) 

1 2 3 4 

Physical 
Surroundings 

n=7 

41.2% 
n=10 
58. 8% 

Emotional 
Support from 
Doctor 

n=9 
52 . 9% 

n=7 

41. 2% 

n=l 

5.9% 

Emotional 
Support from 
Nursing 

n=ll 
64.7% 

n=3 
17.6% 

n=3 

17.6% 

Technical 
Aide from 
Doctor 

n=10 
58.8% 

n=7 

41.2% 

Nursing Staff 
Reaction to 
My Pain 

n=ll 
64. 7% 

n=3 

17. 6% 
n=2 
11. 8% 

n=l 
5.9% 

Information 
Given through 
the Delivery 

n=9 

52. 9% 
n=7 
41.2% 

n=l 
5.9% 

Technical 
Aide from 
Nurses 

n=10 
58. 8% 

n=6 
35. 3% 

n=l 

5.9% 

Partici
pation in 
Decision-
Making 

n=10 
58.8% 

n=7 
41. 2% 

1 = Very Satisfied, 2 = 
4 = Dissatisfied. 

Satisfied, 3 = Little Satisfied, 
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Table 7: To what degree do these statements describe your 
experience during the birth of your baby? (n=17) 

1 2 3 4 

Everything went n=4 n=8 n=4 n=l 

in the most natural 23.5% 47.1% 23. 5% 5.9% 
way possible 

It was more n=l n=4 n=6 n=6 
painful than I 5.9% 23.5% 35.3% 35.3% 
thought 

I felt in control n=2 n=7 n=5 n=3 
of the situation 11.8% 41.2% 29.4% 17.6% 

It was a happy n=9 n=5 n=l n=2 
experience 52.9% 29.4% 5.9% 11.8% 

I felt that the n=10 n=2 n=3 n=2 
birth had been 58.8% 11.8% 17.6% 11.8% 
taken over by 
the hospital staff 

The most important n=15 n=2 
thing was that my 88.2% 11.8% 
child was healthy 

1 = Entirely, 2 = Sufficiently, 3 = A little, 
4 = Not at all 



correlated with the five dimensions of the birth 

satisfaction questionnaire with no significant correlation 

at the 0.05 level. 

The decision to have a VBAC or an RCS was correlated 

with the HLOC scores for each scale to determine any 

relationship between decision-making and HLOC. No 

significant correlation was found at the 0.05 level. 

The final correlation was to determine if there was 

relationship between decision-making and birth satisfaction 

It was thought that women who delivered according to their 

birth choice would have a higher birth satisfaction than 

those who did not deliver in the manner that they had 

chosen. The data revealed no significant correlation 

between decision-making and birth satisfaction. 

Summary 

A comparative, descriptive research design utilizing 

both qualitative and quantitative research methods has been 

used to examine differences in HLOC, decision-making, and 

birth satisfaction between women who chose a VBAC or RCS 

delivery method. Relationships between the variables was 

also investigated. Although no significant differences or 

relationships were identified, much of the frequency data 

related to decision-making seems to support findings from 



other studies. Conclusions regarding the research data and 

its relevance to the conceptual framework will be presented 

in chapter five. 
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CHAPTER 5 

DISCUSSION OF FINDINGS 

This chapter will discuss the research findings with 

reference to the initial theoretical framework and previous 

studies sited in chapter two. The implications for nursing 

practice, limitations of the research, and recommendations 

for further research will finalize the chapter. 

Interpretatiion of Findings 

The purpose of this research was to identify 

differences in decision-making, HLOC, and birth satisfaction 

among women with previous cesarean sections. It also looked 

for relationships among these three variables within the 

sample group. Although the sample size was small (22 

women), the demographic data included a diverse population 

for ethnicity, marital status, health care providers, and 

insurance coverage. 

No significant findings were obtained for differences 

in HLOC, decision-making, and birth satisfaction or 

relationships among these variables for this study 

population. This may have been secondary to the small 

sample size. Although findings were not statistically 

significant, some results are worthy of discussion with 
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regard to clinical practice and implications for further 

study. 

Over half (n=14) of the women in the study were Anglo-

White, and six women were Mexican-American. Of the six 

Mexican-American women, three chose to have an RCS and three 

chose to have a VBAC. Further research needs to be done in 

order determine whether ethnicity influences a woman's birth 

choice. This study did not attempt to look at ethnicity 

since Mexican-American women who identify themselves as 

English speaking could be fairly enculturated into the 

Anglo-White culture. 

The majority of the women believed that they had a 

choice in the birth method and that played a major part in 

the decision-making process. All of the women believed they 

were well informed by the health care providers about their 

birth options. Of the three women who believed they did not 

have a choice in the birth method, two implied that the 

physician believed there was no reason for them to have an 

RCS and therefore they would not give them that option. 

They were however able to adapt to the situation by 

accepting the positive aspects of having a VBAC delivery. 

Childbirth education was lacking in the study sample, 

with half having no prenatal childbirth education. Only one 

woman had taken a VBAC class to prepare for her delivery and 

only two women had taken a cesarean class to prepare for 



76 

their repeat cesarean births. It would seem that if health 

care providers wished to encourage more VBAC deliveries, 

that education in this area would improve client acceptance. 

Health insurance or health care coverage seemed to 

dictate where women received their prenatal care. Women did 

not choose their health care provider based on their 

preferred birth method. On the contrary, women had no 

control over where they received prenatal care if they were 

covered by AHCCCS. If the women belonged to a HMO they had 

a little more freedom to choose which physician they would 

see but only within the HMO group of physicians. It would 

appear that for the most part, the women's health care 

coverage or payment source significantly influenced her 

ability to choose her physician. 

The majority of the VBAC choice women believed that the 

primary factor influencing their decision was they wanted to 

experience a vaginal birth. The two women who had had 

general anesthesia for their previous birth experience both 

expressed feeling left out of the birth and like they missed 

everything. They seemed to have a much stronger desire to 

attempt a VBAC delivery than the other women in the study. 

The request for women to have their tubes tied was an 

influencing factor for some women who requested an RCS. 

Although there were only two women who stated this, given a 

larger sample size this may prove to be more significant in 
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the choice to have an RCS. Convenience (ie. ability to plan 

delivery date) was also mentioned by two women desiring an 

RCS and again may prove more significant in a larger 

population. 

More than half of the women had more than one cesarean 

section. Only two women had more than two cesarean sections 

and both of these women chose to have an RCS. More subjects 

would be needed to show that women tend to desire an RCS 

when they have had greater than two cesarean births. Women 

who had experienced two cesarean sections and also 

experienced failure to progress with their labor chose an 

RCS. It would appear that these experiences may 

significantly influence women to choose an RCS rather than a 

VBAC delivery. 

Recovery, safety, feelings of being scared, and 

previous labor experiences were themes that emerged among 

the two groups when discussing influencing factors from 

their previous cesarean experience that influenced their 

decision for this birth choice. Women who had difficulty 

recovering, tended to chose a VBAC delivery. Women who did 

not have a difficult recovery tended to express feelings of 

having a bad labor experience. Negative perceptions of 

their labor experience overshadowed the recovery experience. 

Safety for the baby or the mother played an important part 

in the decision process. These feelings also played a part 
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in being scared. For example, if the last cesarean section, 

was for fetal distress the woman was afraid the same thing 

could happen again and would rather have another RCS to 

insure the safety of her child. 

Women who did not have their delivery of choice were 

believed to be less satisfied than women who delivered 

according to their birth choice. Although the sample of 

women was small (5), there were no significant differences 

in the groups. In fact, the overall sample population was 

either satisfied or very satisfied with their birth 

experience and with their participation in the decision

making throughout labor and birth. Even though they were 

satisfied with the birth experience, almost half of the 

women did not feel in control of the situation and over half 

believed that the situation was taken over by the hospital 

staff. One possible theory regarding this finding might be 

that these women have no expectation of controlling the 

birth experience versus other life situations in which they 

expect to have control. This would seem to warrant further 

investigation, since it appears that control does not 

significantly influence satisfaction within this population. 
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Relationship of the Findings 

to the Theoretical Framework 

Roy's (1984) adaptive model of nursing was used to 

provide a theoretical framework for this research. The 

women in the study were subject to external and internal 

stimuli (or stressors) related to their pregnancy which 

necessitated a state of coping to produce an adaptive 

response. The woman's HLOC beliefs were analyzed as part of 

her residual stimuli, to identify differences between the 

VBAC choice group and the RCS choice group, and to attempt 

to identify a relationship between HLOC beliefs and the 

woman's decision to have a VBAC or RCS. No significant 

differences were noted between the two groups and no 

relationships were found. 

Other residual stimuli that impacted the birth choice 

are the experience of the previous cesarean birth. All of 

the women who participated in the study believed that their 

previous experience inrluenced their birth choice for their 

present pregnancy. The experience of a difficult labor, the 

recovery period, the safety of their baby, and their ability 

to bond with the infant were some of the residual stimuli 

that was verbalized by the women during the interview. 

The contextual stimuli influencing the birth choice 

included the health care provider, the husband or partner, 

mothers, and literature. Those women who took childbirth 
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classes for this pregnancy found them to be very helpful in 

preparing for their birth choice. 

Roy's (1984) cognitive control mechanism was used by 

the women to enable them to choose a birth method that would 

promote adaptation to the birth while maintaining their 

personal integrity in the four adaptive modes (physiological 

function, self-concept, role function, and interdependence). 

A review of the research findings related to the four modes 

of adaptation will be discussed. 

Physiological Function 

The physiologic needs found to be of importance to this 

population centered around their perception of safety, pain 

or discomfort, physiologic responses during labor or with 

surgery, and their desire for future childbearing. Fifty 

percent of the women identified safety as a primary or 

secondary influence in their decision for birth choice. 

Safety issues ranged from concerns for the baby to concerns 

for their own well-being. Women who had experienced fetal 

distress with other births tended to not want to risk going 

through that situation again. The woman who had had three 

cesarean births did not want to risk a uterine rupture. 

Pain and discomfort was expressed by both groups of 

women (VBAC versus RCS choice). The pain and discomfort of 

labor with previous births influenced 75% of the RCS women 
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in their choice. Feelings of knowing what to expect with an 

RCS affected some women's birth choice. These women felt 

"safe" with the knowledge that they had experienced a 

cesarean birth and came through it without complication and 

therefore they did not anticipate any problems with this 

birth. 

Women had concerns regarding physiologic changes during 

labor and the recovery period. Some women believed that 

they would not be able to succeed in a VBAC delivery because 

their body was too small to allow a vaginal delivery or they 

would not dilate. Feelings of dissatisfaction with previous 

recovery experiences, influenced women to choose a VBAC 

delivery so that the recovery period would not be so long 

and painful. 

Three women in the RCS choice group desired a tubal 

ligation. No one from the VBAC choice group desired a tubal 

ligation. Two of the RCS women who desired a tubal ligation 

stated that their desire for no future childbearing 

influenced their decision to have an RCS. The ability to do 

a tubal ligation while already undergoing surgery seemed 

easier to them and less invasive than to deliver vaginally 

and then have to undergo a surgical procedure. 
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Self-Concept 

The self concept mode focuses on how a person feels 

about their body image, their personal self, self ideal, and 

moral-ethical-spiritual self. A negative self concept has 

been associated with loss of control (Kist-Kline & 

Lipnickey, 1989). The data for this research study 

therefore identified beliefs regarding control in the 

decision-making process. 

Most of the women believed that they had a choice in 

their birth method and that they played a major part in the 

decision about whether to have a VBAC or RCS. Only one 

woman believed she was really pushed to have a VBAC delivery 

by her physician and she eventually delivered by RCS after a 

trial of labor. The two women who had general anesthesia for 

their previous cesarean births believed that they had lost 

control of the situation and therefore sought to gain 

control over this pregnancy by choosing a VBAC delivery. 

Being able to actually perform a vaginal delivery was 

critical to the VBAC choice group. This was an important 

part of their self concept as well as a part of role 

function which will be discussed next. 

Although the decision-making process seems to support 

the women's self concept, the birth satisfaction data 

revealed that the women had mixed feelings about being in 

control of the birth situation and strong feelings that the 
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birth had been taken over by the hospital staff. This 

information leaves one to wonder how supportive modern 

health care is to the woman's positive self concept. 

Role Function 

The role for women facing a choice in childbirth method 

focuses primarily on Roy's secondary role classification of 

completing tasks associated with the developmental stage of 

pregnancy and a primary role of mother. The VBAC choice 

group of women believed that experiencing a vaginal delivery 

was important to their role as a childbearing woman. Some 

women expressed the need to recover quickly to get back to 

work or to take care of other children at home. The two 

women who had general anesthesia for their previous 

deliveries expressed stronger feelings than the other women 

regarding the lack of bonding with their infants immediately 

after birth. All of these factors related to role function 

played a part in the choice of delivery method for this 

pregnancy. 

Interdependence 

The interdependence mode focuses on the woman's 

relationship with other people. The women in this study 

made their decision to have a VBAC or RCS delivery based on 

their interactions with their health care provider, their 
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husbands or partners, and other family members. The 

husbands or partners were all identified as being supportive 

of what the woman desired as long as it did not pose a 

significant risk to the mother or the baby. 

One woman who identified her mother as playing a part 

in her decision-making process stated that her mother did 

not want to see her go through the pain of labor again. The 

mother's feelings of love for her daughter and concern for 

her well-being influenced the daughter's choice of birth 

method. Another woman, however, was influenced by her 

mother's experience with having a VBAC delivery. The 

daughter felt that she could deliver vaginally because her 

mother had done it. 

Adaptation 

Adaptation is the ongoing process recognized in Roy's 

model. Research data on birth satisfaction was collected 

and analyzed for differences among three groups within the 

sample based on choice and outcome (VBAC/VBAC, VBAC/RCS, 

RCS/RCS). 

The birth satisfaction questionnaire was expected to 

identify how well the women adapted to the birth experience. 

It was found that there were no differences between the 

three groups and that all groups were satisfied with their 

birth experience. No relationships were found between birth 
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satisfaction and the birth choice or HLOC beliefs and birth 

satisfaction. 

It is hard to say what the primary variables were that 

influenced the women in the VBAC/RCS group to feel satisfied 

with their birth experience. There was potential for a 

maladaptive response yet it did not happen. Possibly these 

women were satisfied because of their ability to participate 

in the decision-making. 

Another reason could be that the women believed the 

most important thing about the birth was that their baby was 

healthy. Therefore, even though they believed that the 

delivery was taken over by hospital staff and they had 

little control over the situation they were still satisfied 

because they got a healthy baby (i.e., 36+ weeks gestation, 

no congenital anomalies, taken to normal newborn nursery 

within 12 hours of birth). The health of the baby seems to 

have overshadowed all other perceptions that the woman may 

have had. Further investigation into birth satisfaction 

among women with unfavorable infant outcomes is necessary. 

Relationship of Findings to Review of the Literature 

Much of the data obtained from this study supports 

relevant literature on the subject of VBAC versus elective 

RCS. The sample size was small however the data obtained 

supported other research done in this area. The data 
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obtained on HLOC beliefs, decision-making, and birth 

satisfaction will be reviewed with current literature. 

HLOC Beliefs 

The results of the HLOC scores showed no difference in 

the VBAC choice group and the RCS choice group for this 

study population. Both groups had a greater perceived IHLOC 

than CHLOC or PHLOC. The Murphy and Harvey (1989) study 

analyzed HLOC scores of women after they had delivered. 

Their study looked at the three groups based on choice and 

actual delivery method (VBAC/VBAC, VBAC/RCS, RCS/RCS) and 

found no difference between the groups for IHLOC and PHLOC 

scores. Murphy and Harvey (1989) did have a significant 

difference on the CHLOC score for the VBAC/VBAC and the 

RCS/RCS groups. The fact that their study was a 

retrospective study and that the birth experience could have 

influenced the HLOC scores could explain the lack of 

significance found in this study. 

As in this study. Murphy and Harvey (1989) found that 

their groups had greater perceived IHLOC than CHLOC and 

PHLOC. Although this is a small sample, HLOC beliefs were 

not a factor in choice of birth method. 
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Decision-Making 

The Murphy and Harvey (1989) interview questionnaire 

was used for this study and therefore the data obtained will 

be compared primarily to their research findings. In both 

studies, the majority of the women believed that they had a 

choice of birth method, and that they played a major part in 

the decision-making. 

The sources of information most influential in the 

women's thinking were primarily the health care provider, 

and secondarily, the husband or partner. This was also 

supported by the findings of Meir and Porreco (1982) and 

McClain (1985). The major support source for the RCS group 

were their husbands or partners and for the VBAC group were 

health care providers. This finding was also found by 

Murphy and Harvey (1989). 

The primary reason for choosing a VBAC delivery in the 

VBAC group was to experience a vaginal birth. Other factors 

included avoidance of pain, and recovery time. The primary 

reason in the RCS group was to avoid an unsuccessful labor. 

These findings supported the studies of Murphy and Harvey 

(1989), McClain (1985), and Meir and Porreco (1982). 

Although the Murphy and Harvey study found differences 

between groups regarding the weeks of gestation when the 

birth method was chosen this study found no differences 

among its groups. Most of the women seemed to decide around 
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the 36th week of pregnancy following a discussion with the 

physician of various options. 

Women's beliefs regarding safety of a vaginal or 

cesarean birth for the mother and baby were found to be 

similar. Both studies revealed a belief, by the RCS women, 

of a cesarean delivery being safer for the baby but a 

vaginal delivery being safer for the mother. The results of 

this study supported the proposed suggestion in the Murphy 

and Harvey (1989) study, that the RCS choice women are 

willing to risk their health by having a cesarean delivery 

to ensure their infant's health. 

The finding that the effect of the previous birth 

experience influenced the choice of birth method differed 

from the findings by Murphy and Harvey (1989). Women in 

this research study believed that the previous birth choice 

effected their birth method decision. In the Murphy and 

Harvey (1989) study, a greater percentage of the VBAC group 

than the RCS group believed previous birth experiences 

affected their birth method decision. However, both VBAC 

groups expressed feelings of separation from the infant 

following birth and loss of control over the birth 

experience as influencing factors in choosing a VBAC 

delivery. 

The finding that the previous birth experience 

influenced the birth choice also supports McClain's (1985) 
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research which found that women were less interested in 

statistical information regarding medical risks. Rather, 

they relied upon past birth experiences and then projected 

expectations and goals for the upcoming delivery. 

Neither the RCS group nor the VBAC group sought 

additional information regarding birth methods. McClain 

(1983) suggested that a person will selectively choose 

information that supports the preferred alternative or avoid 

information that opposes the preferred option. Perhaps the 

women did not intentionally seek other sources of 

information because they only attended to information that 

supported their decision. 

The influence of childbirth education was lacking in 

this sample population which corresponds with the Murphy and 

Harvey (1989) study results. The women who did attend a 

cesarean delivery class (2) and the one woman who attended a 

VBAC class believed the classes were very helpful. It would 

seem that if more women attended these classes it would 

promote adaptation to the desired birthing process. 

The Murphy and Harvey (1989) study found the lack of 

desire for future childbearing was a factor in the decision 

to have an RCS rather than a VBAC birth method. The desire 

for a tubal ligation was stated as a primary or secondary 

factor influencing the birth choice of two women who 

requested an RCS. They believed an RCS was the easiest way 
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to perform the procedure. This would support the Murphy and 

Harvey (1989) study and indicate a misconception regarding 

the tubal ligation procedure. 

Women in the RCS group who reported minimal problems 

with the recovery period after their last delivery, also 

reported that their last labor experience was painful, 

exhausting, and they would never do it again. This finding 

supports previous findings {McClain, 1985). It also 

supports the belief that whatever is processed as more 

physiologically threatening is what is avoided in the 

future. 

Social motives for choice of childbirth method such as 

returning to work quickly or caring for other children were 

identified in this sample of women. These social motives 

were also identified in the McClain (1985,1987) studies as 

being important to the woman's decision regarding her choice 

in childbirth method. 

Birth Satisfaction 

Birth experience satisfaction was measured to determine 

the adaptation of women to their childbirth method. No 

other research has been done on birth satisfaction for this 

particular sample population. The questionnaire used in 

this study was adapted from the Sequin, et al. (1989), study 

which looked at birth satisfaction among vaginal and 
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cesarean births. In that study, satisfaction with 

participation in decision-making was found to be more 

important in the cesarean section group than the vaginal 

group. Data from this study found that satisfaction with 

participation in decision-making was high in all groups. 

The limitation of a small VBAC/VBAC sample limits the 

analysis of the data. 

The findings revealed high birth satisfaction scores 

among all of the women in this study with no significant 

differences among the groups. The sample was not large 

enough to do multiple regression analysis of the five 

dimensions of women's satisfaction which was done in the 

Seguin, et al. (1989), study. Birth satisfaction in this 

study only touched on a small portion of the complexity 

associated with birth satisfaction. 

Inplications for Nursing Practice 

The results of this study support other research 

findings in the area of decision-making among women with a 

previous cesarean delivery who are facing a decision to have 

an RCS or a VBAC birth. Although the physician is usually 

the primary person who discusses birth options with the 

patient, nurses can play a very important part in the 

decision-making process. 
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Nurses working with obstetrical patients need a clear 

understanding of the options available for future 

childbearing to women who have had a previous cesarean 

section. Prom the moment a woman delivers by cesarean 

section for the first time, she should be informed of her 

choices of birth method for subsequent pregnancies. This 

information can be incorporated into the postpartum nurse's 

discharge teaching. This information can then be reinforced 

during the postpartum checkup in the doctors office. 

The nurses working in a clinic setting or a physician's 

office have a wonderful opportunity to educate women who are 

being seen for prenatal care. It has been established that 

women with previous cesarean sections have strong feelings 

that influence their birth choice. Exploring these feelings 

early in the pregnancy will help to optimize their 

adaptation to the birth choice. A VBAC delivery can be 

strongly encouraged, however women need to identify their 

feelings and concerns about their previous labor experience 

before they can feel comfortable with choosing a VBAC as a 

birth method. The nurse needs to be supportive of a VBAC 

choice but also recognize when an RCS is needed. 

It is critical that certain misconceptions regarding 

VBAC and RCS choices be dispelled. Women need to understand 

that a cesarean delivery is not a safer method of delivery 

than a vaginal delivery for the baby. Also, they need to 
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understand that a tubal ligation can be performed very 

easily after a vaginal delivery. 

It is important for the Labor and Delivery nurse to 

also have a knowledge of how women make their decisions 

regarding this issue. First, women need to understand that 

the situation surrounding any woman's first cesarean 

experience will influence their decisions about future 

childbearing. Therefore, it is important that the care 

women receive during their first cesarean should be as 

optimal as possible. Second, women who present to the labor 

and delivery unit to deliver by RCS or by VBAC need support 

from a nurse who is knowledgeable about the risks, 

complications, and benefits to their birth choice. It is 

especially important that the nurse encourage the VBAC 

patient who may become discouraged during the labor process. 

Nurses need to know that satisfaction with the birth 

experience for this group of women is not dependent on their 

birth outcome but rather on the care they receive throughout 

the birth process. 

Childbirth education classes need to be encouraged for 

all patients,. The patient facing the challenge of a VBAC or 

an RCS especially need the education that can be given to 

help promote understanding of their birth choice and create 

a positive birth experience. 
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Strengths and Limitations 

The strengths of this study include: 

1. Even though the sample size was small it was reflective 

of the population. 

2. The study was a heterogenous sample. 

3. The study built on existing literature. 

4. The study was a longitudinal study rather than 

cross-sectional study. 

5. The study was prospective rather than retrospective. 

6. The women all delivered at the same hospital and 

received the same majority of care. Therefore, their 

birth satisfaction should not have been related to the 

setting but rather to the delivery. 

7. The Multidisciplinary HLOC scales were well 

established. 

The limitations of this study, include: 

1. Generalizability of the sample. 

2. The study did not evaluate the influence of ethnicity. 

3. The study did not evaluate the birth satisfaction of 

the women with unfavorable infant outcomes. 

RecoBBendations for Future Research 

This study identified important decision-making factors 

associated with choosing a VBAC or RCS delivery. The 

influence of a woman's HLOC on the decision-making process 
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was also considered. In addition, birth satisfaction was 

explored. 

Very little research exists regarding these issues an 

it would be advantageous to replicate the study with a 

larger population that has more of a demographically 

variable sample. The sample could be enlarged to include 

more than one hospital in which the women plan to deliver. 

The influence of ethnicity on HLOC, Decision-making, 

and birth satisfaction would also be of interest. 

A birth satisfaction questionnaire that included 

variables related to maternal-infant attachment would be 

important in learning if there are any differences regarding 

attachment in women who have a VBAC or RCS delivery. 

Including Maternal-infant attachment in the tool, may 

influence the birth satisfaction results. It would also be 

interesting to repeat the birth satisfaction questionnaire 

at the postpartum checkup (6 weeks) to see if the birth 

satisfaction data is different. 

Conclusion 

Using a comparative, descriptive research design, 22 

women were interviewed regarding their HLOC, choice of birth 

method following a previous cesarean birth, and birth 

satisfaction after their delivery. Roy's Adaptation of 

Nursing Model (1984) was used as the conceptual framework 



for the study. Although no statistically significant 

differences were found between the VBAC or RCS groups 

regarding HLOC, decision-making, and birth satisfaction, 

much of the decision-making results supported previous 

studies done in this area. Future research with a larger 

sample population could possible result in statistically 

significant differences among the groups. 

Susaary 

This chapter included analysis of the findings in 

relation to the conceptual framework and review of the 

literature. The value of this study for future nursing 

practice was discussed. Limitations of the study and 

suggestions for future research were presented. 
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College of Nursing 

THE UNIVERSITY OF 

ARIZONA 
HEALTH SCIENCES CENTER Tucson. Arizona 85721 

(602) 626-6154 

MEMORANDUM 

TO: 

FROM: 

DATE: 

SUBJECT: 

Kathy J. Goff, RNC,BSN 

Leanna Crosby, D.N.Sc., R.N., Director of Intramural Research^^(^ 

October 17. 1991 

Human Subjects Review: 'Decision-Making, Health Locus of Conirol, and Birth 
Satisfaction Among Women with Previous Cesarean Births" 

Your research project has been reviewed and approved by William Denny, M.D., Chairman of the University 
of Arizona Human Subjects Committee, and deemed to be exempt from review by their full committee. 
You will be receiving a confirmation letter from Dr. Denny. In addition, your project has been reviewed 
and approved as exempt by the College of Nursing Human Subjects Review Committee. A disclaimer may 
be used versus a signed consent form. Please be certain that the subjects read the disclaimer prior to giving 
their oral consent to the research. 

We wish you a valuable and stimulating experience with your research. 

LC/ms 



Human Subject Commillee 1690 N. Warren (Bldg. 526B) 
Tucson, Arizona 85724 
(602)626-6721 or 626-7575 

October 15, 1991 

Kathy J. Goff, RNC, BSN 
College o£ Nursing 
Arizona Health Sciences Center 

RE: DECZSIOH-mXING, HEALTH LOCUS OF COMTROL, MID BIRTH 
SKTI8FACTX0H AMONG WOMEN WITH PREVIOUS CESAREAN BIRTHS 

Dear Ms. Goff: 

We received documents concerning your above cited project. 
Regulations published by the U.S. Department of Health and Human 
Services [45 CFR Part 46.101(b)(3)] exempt this type of research 
from review by our Committee. 

Please be advised that approval for this project and the 
requirement of a subject's consent form is to be determined by your 
department. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely voura. 

William F. Denny, M.D. 
Chairman, 
Human Subjects Committee 

WFD:sj 

cc: Departmental/College Review Committee 
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A k 
^ ^ University Medical Center 

1501 North Campbell Avenue 
Tucson, Arizona 85724 

Nursing Administration 

November 18, 1991 

Kathy Goff, RNC, BSN 
College of Nursing 
University of Arizona 

Dear Kathy: 

It is a pleasure to approve the request to conduct the 
study, "Decision Making, Health Locus of Control, and Birth 
Satisfaction Among Women With Previous Cesarean Births" at the 
University Medical Center in Women & Children's Services. Laurie 
Hallier, Nurse Manager of 7 East and Newborn Nursery will serve 
as your contact person. 

Please let me know if you have any questions. We look 
forward to having you share your results with the nursing staff 
and administration. 

Sincerely, 

Lauri McCanless, HS, RNC, CHS 
Nursing Administration 
University Medical Center 

LM/cg 

THE UNfvtRSiTYOF 
AÎ ZONA 

HLALTH SCIlNCtS CtNItR 
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CIGNA Employee Benefits Companies 

535 N WilmoT Rood 
Tucson. AZ 85711 
(602) 571-8040 

CIGNA Heolthplcn of Arizona, Inc. 

August 5, 1991 

To Whom It May Concern: 

RE: Kathy Goff 

By means of the following, I authorize Kathy Goff to collect data 
for her study, ie., short interview and questionnaires regarding 
decision-making, health locus of control, and patient 
satisfaction of women choosing a VBAC or cesarean section method 
of delivery. Permission is given to collect data from any Cigna 
patients who meet the study criteria and are willing to 
participate. 

If you have any questions regarding the correspondence, please 
feel free to contact me. 

Sincerely, 

John H. HoWman, M.D 

Connec tfcut Genettf Ue mjaonce Comoany • We inwonc© Compony of North Amofca • OGNA H©ortr©«on Comoornej • CiGNA Dental Meoiin ComDor«es 
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ARIZONA 
THE UNIVERSITY Of 

CtilltfRe of MeJicine 
Obattftrics it Cynecoliiyy 

Tucson, Arizona 83724 

HEALTH SCIENCES CENTER 

August 5, 1991 

To Whom It May Concern: 

RE: Kathy Gofe 

By means o£ the following, I authorize Kathy Go££ to collect data 
for her study, ie., short interview and questionnaires regarding 
decision-making, health locus of control, and patient 
satisfaction of vjomen choosing a VBflC or cesarean section method 
of delivery. Permission is given to collect data from any UPI 
or North Hills patients who meet the study criteria and are 
willing to participate. 

If you have any questions regarding the correspondence, please 
feel free to contact roe. 

Sincere 
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FHOMAS-DAVIS 
MEDICAL CENTERS 

630 N. ALVERNON • PO. BOX 12650 • TUCSON. ARIZONA S5732 • 16021 081-7100 
A PROFESSIONAL CORPOHATION 

August 5, 1991 

re: Kathy Goff 

To Whoa It Hay Concern: 

By neans of the following, I authorize Kathy Goff to collect data for her 
study, i.e., short interview and questionnaires regarding deciaion-naking, 
health locua of control, and patient satiafactlon of wonen chooaing a VBAC 
or cesarean section iiethod of delivery. 

Pernisaion is given to collect data fron any Thonas-Davis patients who >eet 
the study criteria and are willing to participate. 

If you have any questions regarding the correspondence, please feel free to 
contact ae. 

Sincerely, 

Robert Kahler, H.D., Chaiman 
Uepartaent of Obatetrics/Gynecology 
Thoaaa-Davia Hedical Centers 

RJK/dah 



August 5, 1991 

To Whom It May Concern: 

RE: Kathy Goff 

By means of the following, 1 authorize Kathy Goff to collect data 
for her study, ie., short interview and questionnaires regarding 
decision-making, health locus of control, and patient 
satisfaction of women choosing a VBAC or cesarean section method 
of delivery. Permission is given to collect data from any 
patients in our private group or El Rio patients who meet the 
study criteria and are willing to participate. 

If you have any questions regarding the correspondence, please 
feel free to contact me. 
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SUBJECT DISCLAIMER 

Title: Decision-Making, Health Locus of Control and 
Birth Satisfaction Among Women With 

Previous Cesarean Births 

Researcher: Kathy Goff, R.N., B.S.N. 
University of Arizona 
College of Nursing 

Purpose: The purpose of this study is to find out more 
about the experiences of women who had a previous cesarean 
("C-Section") birth. In particular, I am interested in 
learning more about: 

1) How women decide whether they would prefer that 
their later births be vaginal births, or prefer to have 
another cesarean birth, 

2) Women's 'health locus of control': that is, their 
views about their own general health, and 

3) Women's satisfaction with their birth experience. 

Selection Criteria: You are being asked to participate in 
this study because you are (1) 36 weeks or more pregnant, 
(2) had a previous birth by cesarean delivery, (3) able to 
read and speak English, and (4) having a low-risk pregnancy. 
You will be eligible to continue in the study after the 
birth if there are no complications related to the birth and 
postpartum period. 

Freedom to Withdraw: You can change your mind about being 
in the study at any time, with no bad feelings. Your 
decision to be in the study or not be in the study will not 
affect your health care in any way. 

Procedure: If you agree to be in the study, you will meet 
with the researcher once while you are pregnant, and once 
after delivery, in the hospital. While you are pregnant, 
you will be interviewed at the doctor's office about 1) 
general personal information (e.g. age, education) 2) your 
preferences for the upcoming birth (repeat c-section versus 
vaginal birth), and 3) you will be asked to complete a 
questionnaire about your opinions on your general health. 
After the birth, you will be asked to complete a 
questionnaire about the birth. The total time involved will 
be about 30-60 minutes. 
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You can ask questions at any time during the study, and your 
questions will be answered. 

Risks: There are no known risks/dangers to you by being in 
the study. 

Benefits: You will not be paid to be in the study, and 
there are no direct benefits to you for being in the study. 
Results of the study will help nurses provide better care 
for pregnant women who have had a previous cesarean birth. 

Confidentiality: Your name will not be on any of the 
questionnaires, and you will not be identified on the 
interview form. Your name will never be used in reporting 
the results of the study. The only one who will see the 
actual questionnaires will be Kathy Goff, and she will 
destroy the questionnaires after the study is finished. 

The researcher will give you a copy of this disclaimer if 
you would like to have one. Thank you for your time. If you 
have any questions, you can call me at 694-6591. If I am not 
there, leave a message, and I will call you back. 
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DEMOGRAPHIC DATA 

For my research study I need to find out specific 
information about you. This information, along with the 
rest, will remain confidential. 

1. What is your age? 

Are you a member of any particular ethnic group? 

White Black Hispanic 
Native American Other 

3. What is your marital status? Married Widowed 
Separated Divorced Single Other 

4. What was the highest grade you completed in school? 

PLEASE CIRCLE THE CORRECT NUMBER: 

Grade/Intermediate 12345678 
High school 9 10 11 12 
Training school/College 13 14 15 16 
Graduate Level 17 18 19 20 

5. What is your occupation? 

6 .  How many people are in your family, excluding yourself 
and your spouse/partner? 

7. What is your family income level? 

PLEASE CHOOSE ONE: 

Less than $ 4,999 $5,000 - $ 9,999 
$10,000 - $19,999 $20,000 - $29,999 
$30,000 - $39,999 $40,000 - $49,999 
$50,000 - $59,999 More than $60,000 
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How did you pay for this last delivery? 

Insurance Self ACCESS HMO 
Other 

9. How many pregnancies have you had? 
How many children were born alive? 
How many miscarriages have you had? 
How many vaginal births have you had?" 

10. Who is your health care provider? 

UPI clinic 
CIGNA 
St. Elizabeth 

Northhills office 
Thomas-Davis 
El Rio 
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Subject Number Date 

Please place a check mark on the line below the response 
that best describes what you feel about each statement. 

Strongly Agree = SA, Agree = A, Slightly Agree = SLA, 
Slightly Disagree = SLD, Disagree = D, Strongly Disagree 
SD 

SA A SLA SLD D 

1 If I get sick, 
it is my own 
behavior which 
determines how 
soon I get well 
again 

2 No matter what 
I do, if I am 
going to get 
sick, I will 
get sick 

3 Having regular 
contact with my 
physician is the 
best way for me 
to avoid illness 

4 Most things that 
affect my health 
happen to me by 
accident-

5 Whenever I don't 
feel well, I 
should consult a 
medically trained 
professional 

6 I am in control 
of my health 



7 My family has a 
lot to do with 
my becoming sick 
or staying 
healthy 

8 When I get sick 
I am to blame 

9 Luck plays a big 
part in determin
ing how soon I 
will recover from 
an illness 

10 Health profess
ionals control 
my health 

11 My good health is 
largely a matter 
of good fortune 

12 The main thing 
which affects 
my health is 
what I myself do 

13 If I take care 
of myself, I can 
avoid illness 

14 When I recover from 
an illness, it's 
usually because 
other people (for 
example, doctors, 
nurses, family, 
friends) have been 
taking good care 
of me. 

15 No matter what 
I do, I'm likely 
to get sick 
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SA A SLA SLD D SD 

16 If it's meant to 
be, I will stay 
healthy. 

17 If I take the 
right actions, 
I will stay 
healthy 

18 Regarding my 
health, I can 
only do what my 
doctor tells me 
to do 

MULTIDIMENSIONAL HEALTH LOCUS OF CONTROL SCALES developed by 
Wallston, Wallston, and DeVellis (1978) 
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Subject Number Date 

INTRODUCTION 

Instructions; I am interested in your thoughts and feelings 
about the decision-making process for the recent childbirth 
method. Please make your responses as long or as brief as 
you wish. If any question is not clear, I will explain it. 

I. The following questions refer to this pregnancy. 

11. What is your expected due date? 

12. Will this delivery be a repeat C/S or a VBAC? 

VBAC Repeat C/S 

13. Did you feel there was a choice of delivery method 
with this pregnancy? 

YES NO Why or why not? 

IF YES: 

14. How much of a part do you feel you had in the 
decision about whether to have a vaginal or a 
cesarean birth? 

A major part A minor part No Part 



15 How was the decision reached? 
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16. When was the decision made? 

17. What was the primary reason behind your thinking? 

18. What was the second reason? Other reasons? 

Cost Convenience 

Experience vaginal birth Fear of pain _ 

Less recovery time Safety 

19. What were the sources of information most 
influential in your thinking? 

Provider Spouse/Partner Friend 

Book Class Other 

110. Where did you first hear about the method of 
delivery you chose? 

Provider Spouse/Partner Friend 

Book Class Other 
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111. Who else was involved in the decision-making? 

Provider Spouse/Partner Friend 

Other 

112. What were the main reasons behind his/her thinking? 

113. From whom would you say you received the majority 
of support for your choice? 

Provider Spouse/Partner Friend 

Other 

IF NO: 

114. Who made the decision? 

115. What were the reasons given? 

3. What did you do to prepare yourself for the planned 
childbirth method? 

116. Childbirth classes YES NO 

117. With any previous pregnancy? YES NO 

118. What type 

119. How important was the information in helping you to 
prepare for this delivery that was planned? 

Very Important Slightly Important 
Not Very Important 
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120. Did you choose your health care provider based on 
your choice of childbirth method? YES NO 

II. These questions refer to your childbirth experience 
before this one. 

II21. What were the reasons for your first cesarean 

birth? Fetal distress Breech FTP 

CPD Other 

II22. Other cesareans? YES NO 

Reasons 

II23. Did you have feelings about the previous cesarean 
section experience(s) that affected the decision 
about the delivery method you wanted this last 
time? YES NO 

IF YES: Explain why they affected the decision 

II24. In general, do you think that a vaginal birth or a 
cesarean is safer for the baby? C/S 
Vaginal Depends 

II25. In general, do you think that a vaginal birth or 
a cesarean is safer for the mother? C/S 

Vaginal Depends 
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II26. In general, which method do you think would be 
more painful, a vaginal birth or a cesarean? 

C/S Vaginal Depends 

CONCLUSION: 

This completes the interview. Do you have any 
additional comments or questions for me? I will ask you to 
complete a short questionnaire regarding satisfaction with 
your birth experience within 24 hours of your delivery. 
Thank you for your patience and cooperation. If you would 
like a copy of the results of the study, I will send it to 
you. IF YES please give me the address where I can send a 
copy to you. Thank you again for your participation in the 
study. 

Subject number Date 

Adapted from Murphy and Harvey (1989) study; Telephone 
Interview Form 
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APPENDIX F 

BIRTH SATISFACTION QUESTIONNAIRE 
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Subject Number Date Time 

Birth Satisfaction Questionaire 

Introduction: 

Please complete the following questionaire regarding your 
birth experience. If any questions are unclear, I will 
explain it. 

Al. Was the delivery method actually experienced different 
than the method that was planned during the prenatal 
period? 

YES NO 

(A2) If different who made the decision to change? 

Provider Self Other 

Combination 

(B3) What were the reasons for the change? 

Baby in distress Breech 

Failed to progress in labor 

Other 

B2. Would you say that the birth of your child was... 

a. easier than expected 

b. a little easier than expected 

c. as you expected 

d. a little harder than expected 

e. much harder than expected 
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How satisfied were you with the services you received during 
labor and delivery? 

(circle the appropriate number from a) to h)) 

I was very satis- little dissatis-
satis- fied satis- fied 
fled fied 
12 3 4 

CI) the physical 
surroundings 12 3 4 

C2) the emotional 
support from 12 3 4 
my doctor 

C3) the emotional 
support from the 12 3 4 
nursing staff 

C4) the technical 
aid from the 12 3 4 
doctor 

C5) the nursing 
staff's reaction 12 3 4 
to my pain 

C6) with the infor
mation given to 
me throughout my 1 2 3 4 
delivery 

C7) the technical aid 
received from the 
nursing staff 1 2 3 4 

C8) With my particip
ation in decision- 12 3 4 
making 
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D. To what degree do these statements describe your 
experience during the birth of your baby? 
(circle the appropriate number from a) to F)) 

It describes it Entirely 

1 

Suf
ficiently 

2 

A 
little 

3 

not 
at all 
4 

D1) everything went in 
the most natural 
way possible 

1 2 3 4 

D2 ) it was more painful 
than I thought 1 2 3 4 

D3) I felt in control 
of the situation 1 2 3 4 

D4 ) It was a happy 
experience 1 2 3 4 

D5) I felt that the 
birth of my child 
had been taken 
over by the 
hospital staff 

1 2 3 4 

D6) the most important 
thing was that my 
child was healthy 

1 2 3 4 

Adapted Prom Sequin, Therrien, Champagne, and Larouche 
(1989) study: Impressions of the health Services Offered 
During Pregnancy and Birthing 
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